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ABSTRACT
EXPLORING HOW NURSE BELIEFS AND ATTITUDES INFLUENCE
END-OF-LIFE-CARE PRACTICE
SEPTEMBER 2018
CARA E. CHANDLER, B.S.N., SOUTHERN CONNECTICUT STATE UNIVERSITY
M.S., UNIVERSITY OF MASSACHUSETTS AMHERST
Ph.D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Lisa Chiodo
Nurses are the cornerstones to provide safe patient care. Studies about nurses experiencing
challenges while providing end-of-life care (EOLC) are limited. It is imperative to understand how
nurses’ beliefs and attitudes influence their actions while providing EOLC. The aims of this study
were to (a) explore the relationship of personal factors and nurse beliefs and attitudes on providing
EOLC and (b) examine the relationship of nurse beliefs and attitudes on intention and performance
to provide EOLC. These aims were explored in a convenience sample of nurses working in
multiple adult patient settings.
The Theory of Planned Behavior guided a cross-sectional correlational research design.
The sample included 621 members of the Oncology Nurses Society and the American Association
of Critical Care Nurses who completed a questionnaire. Constructs evaluated included EOLC
behavioral, normative, and control beliefs, behavior intention, and past behavior performance,
religiosity, personal and professional experience with death, and personal demographic variables.
Behavioral, normative, and control beliefs were hypothesized to influence both intention to provide
care for patients at end-of-life and actual care provided.
Among the personal factors examined, only age and professional experience with death
predicted either intention or performance. Although religiosity was a strong predictor of EOLC
beliefs, it was not a significant predictor of either intention or performance. Behavioral, normative,
vi

and control beliefs were significant predictors of intention to communicate, but only behavioral
beliefs and control beliefs significantly predicted intention to act. Actual communication
performance was predicted by both behavioral beliefs and normative beliefs, but not control beliefs.
Given the substantial involvement nurses have in providing EOLC, it is important to
understand how their beliefs and attitudes about EOLC and death might influence their intention
and actual behavioral performance. Guided by a psychosocial theory, these study results
determined that religiosity was a strong predictor of behavioral, normative, and control beliefs,
but when intention and performance are added to the multivariate regression analysis, faith gain
and faith loss were no longer significant predictors. Nurses’ intentions to perform EOLC were
related to their prior behavior performance. The results of this study provide insight into potential
interventions to improve patient EOLC.

Keywords: attitudes, beliefs, end-of-life care, nurses
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CHAPTER 1
BACKGROUND AND SIGNIFICANCE
Introduction
Providing appropriate care for patients who are dying is a chief concern in the United
States (US). The Centers for Disease Control and Prevention (CDC) state that more than 2.5
million deaths are recorded annually in the US (Population Reference Bureau, 2016) and that
most of these deaths (80%) occur in hospitals. Nurses are expected to provide end-of-life care
(EOLC) to dying patients. Death and care of the dying provoke many undesired emotions and
attitudes that reflect on the quality of care patients receive (Hasheesh, Al-Sayed AboZeid, ElSaid, & Alhujaili, 2013). However, many factors exist that can affect nurses' attitudes and beliefs
toward death and caring for dying patients, such as nurses' demographics (age, beliefs, and
others). Yet, studies that address these factors are limited (Hanson, Goodell, Dehaven, & Smith,
2009; Hasheesh et al., 2013). However, increasing demands on health services will result in
greater numbers of dying patients being admitted to the acute hospital setting (McCourt, Power,
& Glackin, 2013).
The US Census Bureau (2013) projects an increase of the percentage of individuals
receiving EOLC over the next 40 years. It is therefore paramount that nurses’ beliefs and attitudes
are understood as they could influence the quality of EOLC provided. The term end-of-life care is
frequently used interchangeably with palliative care, supportive care, and terminal care, which
causes confusion (Pastrana, Junger, Ostgathe, Elsner, & Radbruch, 2008). The World Health
Organization (2004) specifies that palliative care improves the quality of life of patients and their
families facing the problems associated with life-threatening illness. In 2009, Radbruch and
Payne suggested that EOLC is synonymous with palliative care and that EOLC is more specific
to acutely unwell patients who require palliative care in the last few hours, days, or weeks of their
life. Accordingly, the term used within this study is EOLC.
The Institute of Medicine defined optimum EOLC as an experience that is free from
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avoidable distress and suffering (both patients and families), in accord with patient and family
wishes, and reasonably consistent with clinical, cultural, and ethical standards (IOM, 2015).
Nurses’ personal attitudes and beliefs toward death and dying vary and thus influence the care
they provide during the terminal stages of a person’s life (Peters et al., 2013). These differences
may represent significant barriers toward providing comprehensive, consistent, and coordinated
EOLC in the nursing care environment. Additionally, exploring the variations of nurses’ EOLC
beliefs and behaviors provided between multiple care environments will be an important
perspective to assess.
Nurses strive to provide comprehensive care to their patients, which involves caring for
them physically and emotionally. It is evident that all nurses will be involved in EOLC at some
stage of their career, regardless of their specialty or level of training. Nurses who care for patients
at the end of life may find many challenges (Browning, 2013). Nurses are teaching the patients
about their specific disease, reiterating the treatment plan, and listening to the patients’ hopes and
fears about their diagnosis and prognosis. They also function as educators, managers, and
researchers and have a nondirect influence on EOLC provided by nurses. It is important to
recognize beliefs and attitudes toward death and dying and how they might influence the EOLC
provided. Once nurses understand their personal attitudes and beliefs about death and dying, they
will be better prepared to provide patients with quality and comprehensive EOLC (McAndrew &
Leske, 2015).
EOLC is a highly relevant issue within the nursing care community, a focus that is
continuously evolving in response to health policy and concerns to improve standards of practice
(Kogan, 2012). Most patient contact at the end of life is with a nurse; thus, nurses should be
highly supported to provide this level of care. Research has demonstrated that contemporary
nursing education often does not prepare nurses for this important role (Hebert, Moore, &
Rooney, 2011). In addition to incomplete education, a body of research is growing that
hexamined how nurses’ attitudes and beliefs on death and dying may influence the care they
2

provide (Braun, Gordon, & Uziely, 2010; Efstathiou & Clifford, 2011; Latour, Fulbrook, &
Albarran, 2009). It is important to examine the influence of attitudes and beliefs and how this
relates to the nurses behavior performed. Because nursing care is so vital, researchers and
clinicians have suggested that exploration take place into actual experiences of nurses who
provide EOLC for patients (Gagnon & Duggleby, 2014). Additionally, as the population
continues to age rapidly, numbers of deaths are expected to rise each year. Exploring nurses’
beliefs and attitudes is crucial to understanding the important role nurses have in EOLC practice.
Statement of the Problem
Although caring for dying patients has been reported to be stressful, documentation of
these stresses while providing EOLC is limited (Gagnon & Duggleby, 2014; McCourt et al.,
2013; Peters et al., 2013,). Nurses are the cornerstones to providing safe, quality care to patients.
It is imperative to understand how nurses’ beliefs and attitudes influence their actions while
providing EOLC. Current literature offers few insights to support clinicians in navigating this
often-challenging aspect of end-of-life patient care, and more research is needed (Gordon et al.,
2018).
In the past, studies about EOLC often concentrated on physicians, as they are formally
responsible for determining a plan for EOLC (McAndrew & Leske, 2015). Studies exist that have
explored nurse attitudes toward EOLC and their role but often are restricted to specialties
including palliative care or critical care (Zhou, Stoltzfus, Houldin, Parks, & Swan, 2010), specific
decisions such as to withhold or withdraw life-prolonging treatment (Baggs et al., 2007) or
specific topics such as euthanasia legalization (Zhou et al., 2010). A cross-sectional survey with a
total of 331 RNs and 50 MDs explored the perceptions of physicians’ and nurses’ beliefs about
EOLC issues (Festic, Wilson, Gajic, Divertie, & Rabatin et al., 2012. Although they are part of
the same care team with the same overall goal, nurses and physicians often have differing views
regarding EOLC (Festic et al., 2012). Nurses are committed to doing what they think is right for
patients, but it is important to acknowledge that a moral obligation of what is right is embedded in
3

beliefs and knowledge about end-of-life ethics (McAndrew & Leske, 2015). This study focused
exclusively on the differences in beliefs and attitudes among nurses who have worked in multiple
care environments and may provide significant contributions to further develop comprehensive
and consistent EOLC practices.
As one of the largest groups among healthcare professionals, nurses play an important
role in EOLC for patients. Patients often talk primarily to nurses about their end-of-life wishes
and needs (McCourt et al., 2013). Physicians often consult nurses when making EOLC plans and
sometimes delegate end-of-life acts to them (Festic et al., 2012). Given the substantial
involvement nurses have in providing EOLC, it is important to understand how their beliefs and
attitudes about EOLC and death might influence their intention to perform and their actual
behavioral performance. Individual beliefs and attitudes vary and thus can influence the type of
care performed (Lange, Thom, & Kline, 20108. Understanding how the influence of demographic
religiosity and experience with death have on both the intention to perform and actual
performance helps to provide valuable insight to nurses’ beliefs and attitudes. Gaining an
increased understanding of the influences that drive EOLC behavior in nurses is important to
providing patients with quality EOLC at a very sensitive time in their lives.
Purpose Statement
The purpose of this study was to address gaps in the literature regarding the impact of
nurse beliefs, attitudes, and other influencing variables on the intention to perform EOLC. While
prior studies have addressed these constructs in specialty areas (e.g., oncology and intensive
care), this study addressed a broader scope of work area including nurses in a variety of
healthcare settings that provide EOLC. In this study, the Theory of Planned Behavior (TPB) was
used to guide and explore how attitudes, norms, and perceived behavioral control influence
intention to perform EOLC and to provide insight into relationships among predictor variables.
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Study Aims
This cross-sectional, correlational study was designed to address the existing gaps in the
literature through investigation of the impact of relationships among nurse beliefs, attitudes, and
other influencing variables on patient EOLC provided by nurses. This study examined the
influence of nurse beliefs on the relations between personal and professional experience and
behaviors regarding EOLC between multiple healthcare environments. This research was guided
by Ajzen’s TPB. In this study, the following variables were measured: personal factors that
influence providing EOLC, nurse attitudes toward providing EOLC (behavioral beliefs), the
influence of subjective norms (normative beliefs including the motivation to comply), nurses’
perceived behavioral control, behavioral intention to perform, and behavioral performance.
Behavioral, normative, and control beliefs were hypothesized to directly influence intention to
provide care for patients at end of life. Figure 1 provides the theoretical framework concept map
model for this study.
One of the constructs in TPB was not included in this research—actual behavioral
control. Actual behavioral control refers not only to a person’s control over factors such as
available resources but also to one’s volitional control (i.e., willful control over the behavior). Of
interest is the study of aspects of behavior that are not entirely under one’s volitional control. An
individual may be motivated and have the knowledge and the abilities to perform the desired
behavior but may not have the available resources to perform the task. Therefore, this study did
not include the construct of actual behavior control.
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Behavioral
Beliefs

Attitude
(EOLC and Death)

Normative
Beliefs

Subjective Norm
(Colleagues)
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• Demographics
• Religiosity
• Experience with
Death
• Professional
• Personal
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Beliefs

Behavior
Performed

Behavioral
Intention

Perceived Behavioral
Control
(Support)

Figure 1: Theoretical framework concept map.
Adapted from the Theory of Planned Behavior illustration (Figure 2),
copyright 2002,with permission of the author, Icek Ajzen.

Theoretical Framework
Ajzen’s TPB provides a theoretical framework for nurses providing EOLC. The TPB
proposes that human behaviors are intentional, with three core variables that predict the
behavioral intention and behavior performed: attitude toward the behavior, subjective norms, and
perceived behavioral control (Zhou et al., 2010). The TPB has been used readily in studies among
healthcare professionals to predict behavioral intention and clinical behaviors (Godin & Kok,
1996). Theory validation studies among healthcare professionals found that TPB constructs
(attitudes, subjective norms, and perceived behavioral controls) account for 30–50% of the
variance in practice behavioral intention, more than any other cognitive-behavior theories tested
(Eccles, Grimshaw, Walker, Johnston, & Pitts, 2005).
At the core, the TPB is concerned with the prediction of intentions. Behavior is defined
as the conduct of intention and perceived behavioral control into performing an action.
6

Behavioral beliefs are ways of thinking about the behavior itself. Behavior consists of action,
target, context, and an element of time (Ajzen, 2011). The more favorable the attitude about
performing the behavior, the greater the individual’s perception of positive opinions of others; the
better the perceived control over the behavior, the stronger the intention to perform the behavior
(Ajzen, 2002). Actual behavioral control refers not only to a person’s control over factors such as
available resources but also to volitional control (i.e., willful control over the behavior). Of
interest is the study of aspects of behavior that are not entirely under volitional control. An
individual may be motivated and have the knowledge and the abilities to perform the desired
behavior, but not actually perform the task. Thus, this theory provided an excellent fit to this
study of behavioral intentions and behaviors performed.
Summary
In summary, the underpinning focal point of the TPB is that intention is the immediate
antecedent of behavior and is determined by attitude toward the behavior, subjective norms, and
perceived behavioral control factors (Côté, Gagnon, Houme, Abdeljelil, & Gagnon, 2012). As the
theory supports, behavioral, normative, and control beliefs stimulate attitudes, subjective norms,
and perceived control, all of which can vary based on the influences of background variables
(Ajzen, 2011). Each construct within the TPB framework has importance in that each sequential
step uncovers more understanding of the behavioral determinants and behavior. The theoretical
framework concept map (Figure 1, based on the TPB (Ajzen, 1991), guides the conceptualization
of the research aims and hypotheses. The three core concepts of the TPB are represented by
nurses’ attitudes toward providing EOLC to patients, subjective norms about EOLC, and
perceived behavior control about performing EOLC. These concepts guided the design,
instrument selection, and objective evaluation for this study. The study investigated the relations
between background factors, nurse attitudes and beliefs, intentions to provide EOLC, and EOLC
behavior.
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CHAPTER 2
REVIEW OF THE LITERATURE
Introduction
This chapter presents a comprehensive overview of the theory and empirical research
relevant to this study. The TPB was introduced, and each of the major concepts as a function of
underlying beliefs that are influenced by background variables are discussed. Research that
explores the TPB processes and background factors is essential to uncovering insight related to
behavior (Ajzen, 2005). The purpose of this literature review was to synthesize the current state
of knowledge regarding EOLC provided by nurses in acute care environments and identify salient
concerns related to nurses’ beliefs and behavior of providing EOLC in multiple healthcare
environments.
Method of Review
A review of the literature was conducted to describe the current use of the theory to guide
inquiry on the experiences and beliefs with nurses providing EOLC. The database search
parameters included articles available in English that describe theory-driven approaches. All
publication years were included. A comprehensive review of literature pertaining to nurse beliefs,
intention, and behavior in providing EOLC was conducted. The following databases were
searched: Nursing Journals at Ovid, Cumulative index to Nursing and Allied Health Literature
(CINAHL), PubMed, Medline, and the COCHRANE database.
Keywords used included attitude, belief, end-of-life care, death, nurse, and theory of
planned behavior. An archival search was performed using the reference lists from relevant
articles and included a robust literature review. Articles included for this critique are content
specific to describe the use of TPB (Ajzen, 1991) related to nurse attitudes, beliefs, and behaviors
regarding EOLC. Analysis commenced as soon as the literature search had determined that
saturation of information retrieved was attained. Relevant citations were reviewed. Articles were
collected from reference lists and utilized in this review. Citations that were relevant to the study
8

of nurses’ beliefs and attitudes toward EOLC were utilized in the literature review.
Theory of Planned Behavior
The relationship between attitudes and actions is well researched by social scientists.
This led Icek Ajzen to develop the theoretical framework applied in this study (Figure 2). The
TPB has been used as a framework for identifying potentially modifiable variables that predict
the nurses’ behavior in relation to their compliance with EOLC (Ajzen, 1985, 1991, 2011). A
central assumption of the theory is that behavioral intention is a predictor of behavioral
performance (Kam, Knott, Wilson, & Chambers, 2012). TPB has been used to explore
relationships between attitudes and actions (Ajzen, 2011; Javadi et al., 2013) and has been widely
used to study a variety of behavioral constructs among healthcare professionals (Kam, Knott, &
Chambers, 2012; Mutuli & Walingo, 2014) as the TPB predicts both deliberate and planned
behavior. A schematic representation of Ajzen’s TPB is presented in Figure 2. The TPB proposes
that three types of beliefs influence behavior: behavioral beliefs (based on perceived advantages
and disadvantages of performing a behavior), normative beliefs (related to perceptions of social
or peer pressure to perform a behavior), and control beliefs (based on the perceived ease or
difficulty of performing a behavior) (Ajzen, 1991). The framework enables the researcher to
identify beliefs that are specific to both the population of interest and the behavior.
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Theory of Planned Behavior
Behavioral
Beliefs

Norma4ve
Beliefs

Control
Beliefs

A.tude

Subjec4ve Norm

Perceived Behavioral
Control

Copyright @ 2002 Icek Ajzen

Behavior
Inten4on

Behavior
Performed

Actual
Behavioral
Control
Will not be assessed

Figure 2: Theory of Planned Behavior.
Reprinted with permission of Icek Ajzen.
Assumptions
TPB is based on the assumptions that human beings are rational, make systematic use of
available information, and consider the consequences of their actions before performing a
behavior. The stronger the intention to perform a behavior, the more likely the person will
perform that behavior. TPB has successfully explained individual variables in many health
professional behaviors including glove use (Levin, 1999), adherence to hand hygiene
recommendations (Clayton & Griffith, 2008), intention to assess patient pain (Godin & Kok,
1996) and the intention to administer opioids for pain relief (Edwards et al., 2001). Prior research
has found that for a broad range of behaviors, attitudes and perceived behavioral control predict
intention to perform better than subjective norms (Armitage & Conner, 2001). The ability of each
of the three constructs (behavioral beliefs, normative beliefs, and control beliefs) to uniquely
predict intention to perform and behavior performance was one of the aims of this study.
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Theory Development
Ajzen’s TPB (Ajzen, 1985), an extension of Fishbein and Ajzen’s Theory of Reasoned
Action (TRA; Fishbein & Ajzen, 1975), helps clarify the variables that are at the root of behavior
(Fishbein & Ajzen, 1975). TPB was further developed from TRA as a framework for
understanding, predicting, and changing social behavior. TPB has been widely used to understand
various healthcare provider behaviors (Armitage & Conner, 2000; Godin & Kok, 1996,).
Furthermore, TPB is very useful to explain healthcare professionals’ behaviors and intentions
(Armitage & Conner, 2001; Kogan, 2012). TPB states that intention, one of the immediate
determinants of behavior, depends on three constructs: attitudes, subjective norms and perceived
behavioral control (Ajzen, 19891. The Reasoned Action Approach is the latest theoretical
evolution of the TRA and the TPB. Developed by Martin Fishbein and Icek Ajzen, this model
incorporates the impact of change (environment, skills, and abilities) on intentions and behavior
performed (Fishbein, 2000). Due to the addition of considering the impact of change on variables
and concepts, the principal investigator (PI) of this study chose to use the TPB exclusively.
Theoretical Meaning
Ajzen (1991) states that “The relative importance of attitude, subjective norm, and
perceived behavioral control in the prediction of intention is expected to vary across behaviors
and situations.” According to TPB, human behavior is guided by beliefs about the likely
consequences of the behavior (behavioral beliefs), beliefs about the normative expectations of
others (normative beliefs), and beliefs about the presence of factors that may facilitate or impede
performance of the behavior (control beliefs). Definitions of the beliefs include (a) behavioral
belief or attitude toward the behavior, which is either favorable or not favorable, (b) normative
beliefs, or how a person’s beliefs that those important to them think the person should (or not)
perform the behavior, and (c) control beliefs, which is the person’s perceived behavioral control
or the person’s confidence in performing the behavior. In combination, attitude toward the
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behavior, subjective norm, and perception of behavioral control lead to the formation of a
behavioral intention.
As a general rule, the more favorable the attitude and subjective norm, and the greater the
perceived control, the stronger should be the person’s intention to perform the behavior in
question. Finally, given a sufficient degree of actual control over the behavior, people will
generally carry out their intention when the opportunity arises. Intention is thus assumed to be the
immediate antecedent of behavior performance. Concepts, definitions, and relational statements
are presented in Table 1. An attitude refers to an individual’s perception (either favorable or
unfavorable) toward specific behavior (Werner, 2011). Subjective norm refers to the individual’s
subjective judgment regarding others’ preference and support for a behavior (Werner, 2011). The
TPB consistently uses the additional concept of perceived behavior control. Behavioral intention
is determined by attitudes and subjective norms (Ajzen, 2002).s
Table 1: Action-control: From cognition to behavior.
Concept
Behavioral
Belief
Normative
Belief
Control
Belief
Behavioral
Intention
Behavioral
Performance

Definition

Relational Statement

The degree to which a person has a
favorable or unfavorable evaluation of the
behavior in question
The influence of social pressure perceived
by the individual (normative beliefs) to
perform or not perform a certain behavior
Individual’s belief concerning how easy or
difficult performing the behavior will be
Indication of how hard people are willing to
try and how much of an effort they are
planning to exert
Transmission of the intention or perceived
behavioral control into action

I think smoking is dangerous to
my health
I wonder if my family would like
me to quit smoking
I can quit smoking even if I am
hooked on cigarettes
I want to quit smoking right now

As you can see, I am no longer
smoking. nstead of taking a
cigarette, when I get a craving, I
crumble paper now
Ajzen, I. (1985). From intentions to actions: A theory of planned behavior. In J. Kuhl & J.
Beckman (Eds.), Action-control: From cognition to behavior. Heidelberg: Springer. Reprinted
with author’s permission.
The consistency of use of definitions by the authors is represented throughout the papers
reviewed for this analysis. An example of the concepts, definitions, and relational statements is
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provided in Table 1 adaptation of Action-control: From cognition to behavior. The remainder of
this chapter will discuss the TPB concepts.
Behavioral Beliefs—Attitudes
Behavioral beliefs consider that specific attitudes toward the behavior is expected to
predict a behavior. Mueffelmann et al., (2015) found that attitudes played a significant role in
predicting behavioral intentions of nurses, specifically, identifying characteristics of nurses and
external factors that influence a nurse’s intention to provide breast feeding education to new
mothers (McMillan et al., 2008). In social and exercise psychology research, the TPB has been
used extensively in the belief that specific measures of attitude, in conjunction with social
influences and perceived behavioral control, will predict behavioral intention and subsequent
behavior (Godin, 1993). Attitude is a positive or negative judgment about the performance of the
behavior (Ajzen, 2002).
Normative Belief—Subjective Norms
The subjective norms are the beliefs about how people they care about will view the
behavior being questioned. Healthcare providers’ compliance with hospital protocol and federal
regulations on end-of-life decisions has been another area of research that utilized the framework
of the TPB (Baggs et al., 2007). Public health studies have examined the association between
attitudes about the human immunodeficiency virus and nurses’ willingness or intentions to work
with infected persons (Dalton, 2002; Fishbein, 2000). Subjective norms are directly related to the
individual’s motivation to comply with the known behavior (Ajzen, 2005).
Control Belief—Perceived Behavior Control
The theory had added perceived behavior control as a determinant of behavioral
intention. (Ajzen & Fishbein, 2005; Fishbein & Ajzen, 1975). The TPB allows the scientists to
study the way attitudes are formed and their relationship to perceived behavior control (Armitage
& Conner, 2001). An individual's behavioral intention cannot be the exclusive determinant of
behavior where an individual's control over the behavior is incomplete. By adding perceived
13

behavioral control, the TPB can explain the relationship between behavioral intention and actual
behavior (Dwyer & Williams, 2002). A study theorized that caring for patients with HIV or AIDS
is not under volitional control and that adding perceived behavioral control to the equation would
contribute to the prediction of nurses’ intentions to care for this patient population (Fishbein,
2000; Rotheram-Borus, O'Keefe, Kracker, & Foo, 2000). The exploration of perceived behavioral
control has been widely applied to health-related fields such as physical activity, safety action,
mental health, and exercise. Lu and colleagues (2010) used this model to explore the determinants
of precautionary behavior to avoid food-containing dairy among Taiwanese college students.
Wakefield, McLaws, Whitby, and Patton (2010) applied the TPB to develop an understanding of
the factors that influence patient safety-related behaviors by nurses, doctors and allied health in
an Australian medical center. Perceived control beliefs can be a result of past experiences;
however, they usually arise from experiences with people they care about (Ajzen, 2005).
Behavioral Intention
A central factor in the TPB is the individual’s intention to perform a given behavior.
Intentions are assumed to capture the motivational factors that influence a behavior; they are
indications of how hard people are willing to try, of how much of an effort they are planning to
exert, in order to perform the behavior (Ajzen, 2011; Ajzen & Fishbein, 1980; Fishbein & Ajzen,
1975). As a general rule, the stronger the intention to engage in a behavior, the more likely the
behavior will be performed. It is well known that behavioral achievement depends jointly on
motivation (intention) and ability (behavioral control; Ajzen, 2005). This is what constitutes the
basis for theorizing on such diverse issues as animal learning (Hull, 1943), level of aspiration
(Lewin, Dembo, Festinger, & Sears, 1944), performance on psychomotor and cognitive tasks
(Fleishman, 1958; Locke, 1965), and person perception and attribution (e.g., Anderson, 1974).
The TPB has emerged as a significant independent predictor of exercise intention among female
undergraduates and cancer survivors (Kam et al., 2012). The theory posits that a person’s
intention to perform a behavior is due to the relation of the following: (a) personal attitude toward
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the behavior, (b) subjective norms about the behavior, and (c) the amount of perceived behavioral
control to perform the behavior (Ajzen, 1985, 1991, 2011). Overall, behavioral intention is an
indication to how much effort one is willing to put forth and is willing to exert in order to perform
a behavior.
Behavior Performance
There is much empirical evidence that supports a strong correlation that past behavior is
the best predictor of future behavior. The measure of past behavior contributes to the prediction
of future behavior even after the predictors in the TPB have been accounted for (Ajzen, 1991;
Conner & Armitage, 1998; Ouellette & Wood, 1998). For example, the secondary analysis of data
reported by Abraham and Sheeran (2004), the amount of variance in physical activity explained
by the TPB increased from 36% to 53% with the addition of past physical activity. A crosssectional survey of 806 nurses, physicians, and other healthcare professionals found that all
variables of TPB were important factors in determining intention to use a clinical guideline
(Kortteisto, Kaila, Komulainen, Mantyranta, & Rissanen, 2010). Of significance, out of all
healthcare participants surveyed, the nurses and physicians had positive effects (p< 0.01) on
intention to use clinical guidelines.
Summary of TPB
The relative importance of attitude, subjective norm, and perceived behavioral control in
the prediction of intentional decision-making is expected to vary across behaviors and situations
(Ajzen, 1991). Perceived and actual behavioral control can sometimes diverge, such as when
individuals are oblivious to factors that obstruct or facilitate the intended behavior. A study
conducted by Ouellette and Wood (1998) explored the influence of past behavior on performed
future behavior and found that past behavior, along with attitudes and subjective norms, may
contribute to the prediction of intentions when the behavior is not well learned or when it is
performed in unstable or difficult contexts (Armitage & Conner, 1999). The addition of perceived
behavioral control did not increase predictive power. The insignificant impact of perceived
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behavioral control might be due to the behavior studied, reporting misconduct of colleagues,
which was under the study groups’ total volitional control (Stone, Jawahar, & Kisamore, 2010).
However, a number of studies have shown that attitudinal and normative structure are not
independent; subjective norm was found to influence attitude (Eccles et al., 2005; Manstead,
2011; Shepherd & O’Keefe, 1984), In addition to the TPB variables, the study examined
background factors that may influence beliefs and behaviors performed.
Background Factors
Background factors can potentially influence an individual’s beliefs and attitudes;
however, whether such influence actually occurs or does not occur is an empirical question
(Ajzen, 2005; Ajzen & Fishbein, 2005). The literature review included studies pertaining to
selected variables that include the covariates of age, birth country, number of years lived in birth
country, ethnicity, race, number of years lived in birth country, gender, education, work
experience, marital status, religiosity, and professional and personal experience with death. Also
included are beliefs regarding EOLC, death, and normative and control beliefs. Finally, behaviors
including intention to perform EOLC behavior and past performance in EOLC were evaluated.
The categories of background factors within the proposed research were comprised of
investigator-selected variables that have been hypothesized as pertinent to nurse beliefs regarding
EOLC provided.
Exploring the influence of background factors and how they relate to nurse beliefs
regarding EOLC provides insight to why nurses perform EOLC behaviors. Beliefs are acquired as
individuals interact and experience their daily environment. Because experiences differ based on
personal characteristics and exposure to various situations, persons from different backgrounds
and varying experiences can form different worldviews and beliefs. They may also share some of
the same beliefs while simultaneously differing on others. According to Fishbein and Ajzen
(2010), the association of a given background factor, the performance of a behavior is predicated
on the extent to which the factor is related to any of the behavioral determinant beliefs. Thus,
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determination of such influence required empirical investigation. Therefore, this study explored
the influence of social variables including age, ethnicity, race, gender, education, work
experience, personal and professional experience with death, and marital status related to nurse
intention and behaviors regarding EOLC.
Personal Factors: Age
Analyses of the literature regarding the relationships between demographic variables
found no statistically significant associations or anecdotal evidence that has identified a
relationship between a nurse’s age and the intention to provide EOLC. Findings from multiple
EOLC studies did not identify a relationship between age and EOLC beliefs, attitudes, and
behavior (e.g., Albers, Francke, de Veer, Bilsen, & Onwuteaka-Philipsen, 2014; Gagnon &
Duggleby, 2014). Correlations were found between the demographic variables of age, highest
degree obtained, national certification, gender, code blue team member, critical care nurses versus
non-critical care nurses and nurses versus non-nurses with attitudes and beliefs toward family
presence. Studies have indicated that older nurses working in ICUs tend to have longer tenure as
critical care nurses as compared to all age groups of acute care nurses (Zomorodi, 2010a). The
effect of age on intention to perform provides greater insight to understanding nurse beliefs and
intentions regarding EOLC.
Personal Factors: Ethnicity and Race
Despite increasing attention over the last two decades, ethnic and racial health and
treatment inequalities remain a disturbing conundrum for the American healthcare industry
(Dovidio et al., 2008; Smedley, Stith, & Nelson, 2003). Research findings have documented
worst health outcomes for individuals from underrepresented groups. The differences persist with
comparable severity of illnesses, whether or not individuals have health insurance, and spans all
age and income ranges (Smedley et al., 2003). The discussion a nurse has with a patient about
EOLC is often a challenge. The challenges can be influenced by a number of variables such as the
nurse’s training and experience is this area, the nurse’s comfort level in discussing the subject,
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and the availability of adequate time for having the discussion (Kamaka, 2010). A nurse may be
challenged further when the patient’s cultural norms differ from the nurse’s, particularly around
EOLC, which can impact the provision of quality EOLC. These core values may often be in
conflict with the values of many ethnic and culturally diverse groups receiving EOLC. Conflicts
among ethnicity and race can lead to health disparities resulting in fragmented care, inadequate or
inappropriate symptom management, miscommunication with the patient and family, and a
difficult and poor death for the patient (Krieger, Chen, Waterman, Rehkopf, & Subramanian,
2005). These conflicts can result in differences of EOLC provided.
Personal Factors: Gender
Although there was an absence of theoretical data regarding the impact of gender on
nursing care delivery, a hypothesis was investigated; gender influences on EOLC behavior
performed was explored. This hypothesis was based on presumed differences related to how some
male and female nurses conducted work processes and were known to respond to EOLC practice
(Flannery, Ramjan, & Peters, 2016). Nursing continues to be a predominantly female profession,
of practicing nurses; less than 7% are men (Budden, Zhong, Moulton, & Cimiotti, 2013). As a
benchmark to illustrate the percentage of males in the profession, men made up 6.2% of
employed registered nurses who were licensed before 2000 and 9.6% of those licensed in 2000 or
later (National Sample Survey of Registered Nurses, 2010).
Men have served in caring roles throughout the ages. In the Middle Ages, military
nursing orders developed during the Crusades to care for knights and other pilgrims to the Holy
Lands (Anthony, 2004). The Hospital of St. John in Jerusalem, founded by Knights Hospitallers,
were men who nursed the sick and injured when they were not in battle. One of the catalysts for
the formation of crafts guilds was the need to provide care for elderly and injured workmen. In
Grenada, Spain, Juan Ciudad founded the order of the Brothers of Mercy and opened a hospital,
while in Germany, St. Camillus de Lellis established the Nursing Order of Ministers of the Sick.
Findings from EOLC studies revealed that gender was reported only as a demographic descriptive
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variable. None of these studies explored gender as a predictor variable in relation to EOLC. This
might have been due to the small number of men included or the lack of research. Therefore, it
was important to include gender as a background factor to explore.
Personal Factors: Education
The education hypothesis that nurses who complete advanced levels of education have
fewer sentinel events in clinical practice than less educationally prepared nurses was driven by
research and theoretical literature. The linkage of nurse education to improved patient quality and
patient safety has been evidenced; thus, extending the linkage to gaining a greater understanding
of nurse beliefs regarding EOLC is a logical connection (Benner, Sutphen, Leonard, & Day,
2010). However, conventional wisdom regarding the superiority of experience over nursing
education is also a factor that should be explored. Studies demonstrating positive influence
related to education and patient outcomes are challenging managerial attitudes regarding nurse
experience compared to nurse education. Additionally, in a study of five hospitals, researchers
Bobay, Gentile, and Hagle (2009) found that years of experience were associated with expertise.
Growing consensus has been established regarding the need to increase the numbers of
nurses who attain baccalaureate nursing degrees compared to those who finish with associate
degrees or diplomas in nursing (Goode et al., 2016). Aiken, Clarke, Cheung, Sloane, and Silber
(2003) found that a 10% increase in the proportion of nurses with higher degrees decreased the
risk of mortality and failure to rescue by 5% and 6%, respectively, with a 2% decrease associated
with specialty certification. The proportion of certified nurses on the unit was inversely related to
frequency of patient falls and urinary tract infections and associated with a decrease in blood
stream infections. Considering the influence that education has on EOLC beliefs results in an
increased understanding of intentions and behaviors performed.
Personal Factors: Religiosity
The literature has identified considerable interest in determining the relationships that
exist among spiritual, religious, and health variables (Cohen, Holley, Wengel, & Katzman, 2012).
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These relationships are significant toward a nurse’s role in promoting health and preventing
disease as well as coping with illness and providing EOLC. Although historic ties have always
existed between healthcare and religion, it has only been in recent years that understanding the
importance of religious values and their effect on patient outcomes has received increasing
attention in healthcare literature (Bjarnason, 2009). There is much evidence showing that a
patient’s personal religious and spiritual beliefs influence their experience and response to illness
including dying (Bjarnason, 2009; Pugh, Song, Whittaker, & Blenkinsopp, 2009). There is some
evidence to show that a nurse’s religious beliefs and attitudes toward death influence the care
provided. Exploring the role of religion and the importance of being religious versus just
affiliated to (being a member of) a religion, particularly when it comes to nurse’s beliefs at EOL,
provides insight to intentions and behavior to provide EOLC.
Past Experience: Professional and Personal
Past behavior within the TPB has been identified as a reliable predictor of later action
(Ajzen & Fishbein, 2005). The past behavior variable has been recognized as the best predictor of
future behavior (Ajzen, Joyce, Sheikh, & Cote, 2011). Allegations about the lack of
meaningfulness caused past behavior to be excluded from much of the research previously
conducted related to predicting future responses. However, the usefulness of the role of the
variable has been reconsidered and is even being posited as one of the major predictors of the
theory (Ajzen, 2002). Several studies have been conducted that revealed significant impact of
past behavior on the predictive validity of the TPB model in predicting behavior (Cronan,
Mullins, & Douglas, 2018; Irwin, O'Callaghan, & Glendon, 2018). Experience is a major
contributor to determining how intentions may or may not result in behavior performed.
Considering how professional and personal experience influences these behaviors was a
significant variable to explore.
Professional behavior variables are influenced by experience in providing EOLC to
patients as well as EOLC education provided during formal nursing training. Additionally,
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personal past experience variable has been added to this study because undoubtedly more nurses
share experiences such as these (Zomorodi & Lynn, 2010a). Equally as important is the impact
past behavior is thought to have on the other TPB determinants (attitudes, subjective norms, and
intention). Understanding nurse behaviors and the meaning nurses give to them may allow beliefs
that are not focused on desired behavior to be challenged and therefore possibly improve clinical
practice related to EOLC.
Evaluation of the Theory
Numerous theories have been proposed to explain the method involved in adopting new
behaviors. The TPB has been successfully applied to study a range of behaviors in healthcare
professionals including health promotion and the intentions of nurses to care for a specific patient
population. Selecting a theory that would be best suited for this study required assessment of its
application to the scholarly topic of interest and examination of the behavior, normative, and
control beliefs that influence intentions to provide EOLC and predict behavioral performance.
Generalizability
The overall predictability of the theory has shown that the combination of intentions and
perceived behavioral control contributed to significant prediction of behavior (Ajzen, 1991). The
theory applicability to multiple disciplines, situations, and phenomena has demonstrated the wide
use to behavioral study among humans (Abraham & Sheeran, 2004, Manstead, 2011). The TPB
offers a useful perspective to examine behavioral factors that affect EOLC provided by nurses.
Strengths
The TPB can help identify variables that affect nurses’ practice behaviors. By adding
:”perceived behavioral control,” the theory can explain the relationship between behavioral
intention and behavior performed. In addition, the theory has been useful in explaining an
individual's social behavior by considering "social norm" as an important variable (Fishbein, &
Ajzen, 2005; Godin, 1993).
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Theoretical Limitations
Past studies have revealed that the TPB has some limitations in predicting behavior
(Sniehotta, Presseau, & Araújo-Soares, 2014). The first limitation is that intention determinants
are not limited to attitudes, subjective norms, and perceived behavioral control (Ajzen, 1991).
Other factors may exist that influence behavior. Empirical studies showed that only 40% of the
variance of behavior could be explained using the TPB (Ajzen, 1991). The second limitation is
that there may be a substantial gap of time between assessment of behavior intention and the
actual behavior being assessed (Rich, Brandes, Mullan, & Hagger, 2015). In that time gap, the
intention of an individual might change. The third limitation is that the TPB is a model that
predicts an individual’s action based on certain criteria. However, individuals do not always
behave as predicted by those criteria.
Summary
The TPB is appropriate for situations where individuals do not perceive themselves as
having complete control over their behavior (Ajzen, 1985) as might occur in nurses’ beliefs and
intentions to provide EOLC. The theory does not assume that if someone has knowledge there
will be a behavior change (Ajzen et al., 2011). The literature has demonstrated the usefulness and
applicability of the theory as an influential model for prediction of human social behavior (Ajzen,
2011; Manstead, 2011); therefore the TPB was selected as a theoretical framework to guide this
study.
Conclusion
Overall, the literature review indicated that the TPB has been used in research regarding
the concept of EOLC (Carr & Moorman, 2009; Dalton, 2002). According to the theory,
behavioral intention of nurses toward the dying is highly predictive of their actual behaviors
(Kam et al., 2012). Fishbein and Ajzen have acknowledged that the theory works best for
behaviors that are under the individual’s volitional control. Volitional control is the ability to act
on one’s own will (Ajzen, 2005). To the extent that the behavior concerned is a cooperative one,
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it is not fully under the individual’s volitional control (Manstead, 2011). Thus, the TPB has
demonstrated a reliable predictive ability (Manstead, 2011). The theory was applied to many
areas in healthcare, sociological, and psychological research including the following: condom use
(Busse, Fishbein, Bleakley, & Hennessey, 2010), health-related behaviors (Abraham & Sheeran,
2004), smoking cessation (Ajzen, 2002; Glanz, 2008), and providing care for the human
immunodeficiency virus population (Fishbein, 2000).
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CHAPTER 3
RESEARCH DESIGN AND METHOD
Introduction
This chapter addresses the design and methodological procedures that were applied in
this study. Sections included are research design, sample, setting, data collection instruments,
specific aims and hypotheses, data analysis, data collection procedures, sample recruitment, and
data management. The research design and method of this study were structured to help gain a
better understanding of how personal factors and end-of-life experience influence nurse beliefs
and performance when providing EOLC.
Despite the increased awareness and progression in EOLC education provided to nurses,
a gap is still present in nurses’ intention to perform and actual behavior performed regarding
EOLC (Beckstrand & Kirchhoff, 2005). While nurses intend to perform quality EOLC, certain
barriers exist that result in lack of EOLC behavior performed. Although nurses report a desire to
provide a dignified end-of-life experience, they are not achieving this goal currently (Back et al.,
2009; Brumley, Enguidanos, & Hillary, 2003). Thus, a better understanding of the predictors of
quality EOLC intention and behavior is critical to how beliefs and attitude influence EOLC. The
study investigated the relations between background factors, nurse attitudes and beliefs, intention
to provide EOLC, and EOLC behavior.
The design of the study enabled collection of data from participants with a variety of
professional nurse roles and healthcare environments. Studies on EOLC topics often concentrate
on physicians since they are formally responsible for making end-of-life decisions (Festic et al.,
2012). Some studies have explored nurse attitudes toward end-of-life decisions and toward their
role therein, but most findings are restricted to particular specialties (palliative care or critical
care) or to specific decisions (decisions to withhold or withdraw potentially life-prolonging
treatments) or topics (Mark, Rayner, Lee, & Curtis, 2015). The contact between nurses and
patients who are dying is often informal and personal. Often, patients are likely to speak to nurses
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about their hopes, wishes, and concerns. Consequently, nurses can be an important source of
information for a physician who has to decide about forgoing or starting a medical treatment.
Therefore, this study focused on the perspectives of nurses rather than physicians.
Design
The study utilized a cross-sectional, correlational design to examine relations between
variables guided by the TPB. The purpose of a correlational design was to examine the strength
and direction of relationships between variables (Bryman, 2017) to better understand nurse
behavior in providing EOLC.
Survey research relies upon the collection of self-reported data with the purpose of
describing a variable of interest within populations. The variables that were examined in this
study included demographic constructs (e.g., age, birth country, number of years lived in birth
country, ethnicity, race, gender, education, work experience, and marital status). Additionally, the
concepts of religiosity, professional and personal experience with death, beliefs (behavior,
normative, control), behavior intention, and behavior performance were explored.
Sample
The sample consisted of members of the Oncology Nurses Society (ONS) and the
American Association of Critical Care Nurses (AACN). To participate in the study, a participant
must have been greater than 18 years of age.
Study Power
To identify an appropriate sample size, a power analysis was performed. The following
criteria were used for the analysis: (a) α = 0.05, (b) power = 0.80, and (c) effect size of β = 0.20.
The power analysis was based entirely on a logical assessment of what constitutes the
theoretically important effect of a nurse’s beliefs regarding EOLC. The effect size of β = 0.20
was chosen due to multiple articles demonstrating similar effect sizes but with variation. The
effect size of β = 0.20 represents the relationships identified in studies on nurses’ beliefs,
attitudes, and intentions in performing EOLC. The Côté et al. study (2012) indicated that
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normative beliefs, perceived behavioral control, and past behavior are directly related to intention
to integrate research findings into clinical practice (β = 0.39). Another study found significant
relationships (βs range from 0.22 to 0.45) between EOLC attitudes, subjective norms, and
perceived control and intention to refer a patient to Cancer Council Services (Kam et al., 2012).
Given the magnitude of the relationships evaluating the influence of attitudes and beliefs on
intention to perform, choosing an effect size of β = 0.20 is conservative.
An effect size of β = 0.20 represents a small effect. Using GPower 3.1.9.2, using the
following parameters identified a necessary sample size of 199 (two-tailed, α = 0.05, power =
0.80, f2 = 0.04). The sample size for the current study was 621 (N = 430 listwise deletion); thus,
there was ample power to identify significant effects. Given power > 0.99, for bivariate analyses,
a conservative level of statistical significance, was utilized (α < 0.01). For the multivariate
analyses, when there was less study power, the traditional level of statistical significance was
used (α < 0.05).
Procedure
An email was forwarded from the participating organizations to their membership roster.
The email included a description of the study and a link to view the consent form and participate
in the study. The online survey began with a study description that was also the informed consent.
The first question on the survey was the only required question to complete. Potential subjects
were informed that by answering the first quest–20 minutes to complete. The survey link was
active for 4 consecutive weeks.
Online Survey Method
Although online research is subject to limitations, advantages often exceed the challenges
(Regmi, Waithaka, Paudyal, Simkhada, & van Teijlingen, 2016). Speed, timeliness, flexibility,
and ease of data entry and analysis are hallmarks of the advantages credited to online research
(Fielding, N. G., Lee, R. M., & Blank, G. [Eds.]., 2008). Some of the challenges of online surveys
have been identified. Limited sampling and respondent availability can result in certain
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populations that are less likely to respond to online questionnaires. It is also more difficult to
draw probability samples based on email addresses or website visitations. Possible cooperation
issues are another challenge. Although online surveys in many fields can attain response rates
equal to or slightly higher than that of traditional modes, internet users today are constantly
bombarded by messages and can easily delete survey requests. Finally, there is no interviewer. A
lack of a trained interviewer to clarify and probe can possibly lead to less reliable data. As with
any method in data collection, there will be challenges to elicit participation of the respondents.
Overall, the benefits of online surveys outweigh the drawbacks for utilization in research studies.
Data Collection Instruments
The instruments used in data collection measured nurse beliefs about death and EOLC,
attitudes, and perceived influences on intention and past performance. Background variables
included covariates of age, birth country, number of years lived in birth country, ethnicity, race,
gender, education, work experience, and marital status. The following instruments were used:
Brief Multidimensional Measure of Religiousness/Spirituality (BMMRS), Frommelt Attitude
Toward Care of the Dying (FATCOD), and Death Attitude Profile-Revised (DAP-R), a modified
version of the National Survey of Critical Care Nurses Regarding End-of-Life Care (M-NSCCNEOLC), and Behaviors of Intensive Care Nurses for End of Life (INTEL-Behaviors).
Additionally, questions regarding nurses’ intentions and behavioral performance were utilized.
The BMMRS examined religion and spirituality, while the FATCOD assessed nurse
attitudes and perceptions toward caring for dying patients. The DAP-R evaluated nurse attitudes
toward death. The modified version National Survey of Critical Care Nurses Regarding End-ofLife Care was used to measure the intensity and frequency of both obstacles when providing
EOLC and supportive behaviors that help in providing EOLC. The INTEL-Behaviors was used to
measure the impact of supportive behaviors in EOLC. Each of the tools utilized addressed a
specific construct operationalized by TPB. Modification of a tool occurs when it has been
determined through extensive literature reviews that no existing instrument is applicable or
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adequate to measure an aspect of the study. All measures were obtained via online survey.
Variables
The dependent variable in this study was behavior intention and behavior performance.
Fundamental to measuring both the processes and outcomes of EOLC is that one understands the
context within which nurses provide EOLC as well as distinct individual differences that predict
the quality of the care provided (Beckstrand, Callister, & Kirkhoff, 2006).
Conceptual and Operational Definitions
Demographic characteristics
Statistical data that includes characteristics of a population.
Religiosity
A comprehensive sociological term used to refer to the numerous aspects of religious
activity, dedication, and belief (religious doctrine).
Experience with death (Professional)
The amount of exposure to death and dying an individual has had in a professional
environment.
Experience with death (Personal)
The amount of personal experience an individual has had to death and dying.
End-of-life care
The care for a patient whose illness is progressive and incurable and for which prognosis
improving treatment is either unavailable or has been rejected by the patient (i.e., the
patient’s life expectance is short).
Belief about death
A term that helps measure various beliefs of death among a population with regard to
death acceptance and death avoidance as well as fear of death.
Attitude toward behavior
Nurse’s disposition toward providing EOLC.
Behavioral beliefs
Beliefs about nurse EOLC behavior.
Normative beliefs
Perceived expectation of nurse compliance about patient EOLC from individuals
designated (by the nurse) as important.
Perceived behavioral control
Perceived impediments or facilitators related to their own control over EOLC behavior.
Intention to perform EOLC
Report of past intention to perform the behavior.
EOLC past behavior performance
Behavior performance demonstrated when providing EOLC to patients.
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Construct Introduction
The constructs of behavioral, normative, and control beliefs supported the exploration to
gain an understanding of the link between personal factors and end-of-life experience and the
influence on nurse beliefs, attitudes, intention to perform, and past performance when providing
of EOLC. Constructs included demographics (age, birth country, number years lived in birth
country, ethnicity, race, gender, education, work experience, and marital status), religiosity,
personal and professional experience with death, behavioral beliefs, normative beliefs and control
beliefs about EOLC, behavior intention, and past behavior performance. Many studies have
examined the nurse role related to care of the patient, and more recently have focused on the
nurse participation in EOLC. Literature that examines how nurse personal beliefs affect the care
they provide to patients at end of life is minimal. The main study variables, constructs, and
measures are provided in Table 2.
Table 2: Constructs and measures.
Constructs and Measures
Time
Variable
Construct
Measure
min
Personal Factors
C
Age, birth country (# years lived)
Demographic Survey
C
Race
Demographic Survey
C
Ethnicity
Demographic Survey
1
C
Gender
Demographic Survey
C
Education
Demographic Survey
C
Work experience
Demographic Survey
C
Marital Status
Demographic Survey
2
P/IV
Religiosity
BMMR
1
P/IV
Experience with Death
Experience with Death Questionnaire
Beliefs
2
P/IV
End-of-life Care
FATCOD; Attitude on EOLC
2
P/IV
Death
DAP-R
2
P/IV
Normative Beliefs
Nurse Role in EOLC Decisions
Modified National Survey of Critical Care
2
P/IV
Control Beliefs
Nurses Regarding EOLC
Behavior
1
O/DV
Intention to Perform
Comfort with Behavior
2
O/DV
Behavior Performance
INTEL-Behavior tool
Note. P/IV: Predictor /Independent Variable; O/DV: Outcome/Dependent Variable; C: Covariate
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Personal Factors: Demographics
A demographic questionnaire included questions about age, birth country, number of
years lived in birth country, race, ethnicity, gender, education, work experience, and marital
status. Many of these variables were used as covariates in analyses. In addition, several were
evaluated as potential mediators and moderators of the identified relationships.
Personal Factors: Religiosity
Religiosity was assessed with the BMMRS. Developed by a national working group with
the Fetzer Institute and the National Institute on Aging, the BMMRS is a shortened version of the
original empirically developed measure intended explicitly for health-related research. The
BMMRS was modified as a step to encourage the examination of religion and spirituality and
health with sensitivity. The following BMRRS dimensions were included in the study: Daily
Spiritual Experiences, Values and Beliefs, Private Religious Practice, Religious and Spiritual
Practices, and Commitment. The content validity of measures of religiousness in health research
has been uniformly poor; this area had the most potential for improvement (Idler et al., 2003).
The brief version of the BMMRS has been widely used when examining religious and spirituality
and health-related topics (Idler et al., 2003). The BMMR is not intended to be a comprehensive
measure of all aspects of religion and spirituality; it was selected for this study due to its relativity
to healthcare. To help identify the relationship between religiosity and beliefs further, three
additional faith gain/loss variables were created. The first additional variable created was a fourgroup faith loss/faith gain variable: (a) no faith gain and faith loss, (b) no faith gain and no faith
loss, (c) faith gain and faith loss, and (d) faith gain and no faith loss. The second and third
variables were dichotomous faith gain (yes/no) and dichotomous faith loss (yes/no).
Experience With Death: Professional and Personal
Experience with death was measured by adapting a comparable physician-based tool.
The tool was adapted by applying the concepts to evaluate nurses’ professional and personal
experience with death. The tool was designed to examine the relationship between exposure to
30

death and attitudes and knowledge about EOLC (Anderson, Williams, Bost, & Barnard, 2008).
Although this measure has not been validated for use in nurses, after an exhaustive search of
literature, no validated measure was identified. The PI acknowledges potential limitations of the
instrument due to lack of construct validity assessment.
Attitudes About EOLC
Nurse attitudes toward providing EOLC was measured by the 30-item FATCOD scale,
which uses a 5-point Likert scale to indicate respondent attitudes and perceptions toward caring
for dying patients. The scale consists of an equal number of positively and negatively worded
statements with response options of strongly disagree (1), disagree (2), uncertain (3), agree (4),
and strongly agree (5). Possible scores range from 30–150, with higher scores consistent with a
more positive attitude toward caring for dying patients. Adequate test-retest reliability (r’s range
from 0.90–0.94); (Lange, Thom, & Kline, 2008), and content validity (CVI = 1.00; inter-rater
agreement = 0.98; Lange et al., 2008) has been established.
Belief About Death
Belief about death was measured with the 32-item DAP-R, which is a multidimensional
measure of death acceptance, death avoidance, neutral acceptance, approach acceptance, and fear
of death. The DAP-R scale has been used to compare the level of death anxiety and coping
responses in palliative care nurses (Dunn, Otten, & Stephens, 2005). Research on death attitudes
is derived from an existential perspective, which posits that individuals are autonomously
motivated to pursue personal meaning (Miyashita et al., 2007).
The DAP-R uses a 7-point Likert scale, from 1 (strongly agree) to 7 (strongly disagree),
to measure respondent’s attitudes toward death. The scale is comprised of five subscales: (a) fear
of death, (b) death avoidance, (c) death acceptance, (d) escape acceptance, and (e) approach
acceptance. An average mean score for each subscale was constructed. The DAP-R represents a
broad spectrum of death attitudes ranging from avoidance, neutral, to approach acceptance. This
complex pattern of predictions helps determine the convergent and discriminant validity of the
31

DAP-R. A previous study conducted by Asadpour, Sabzevari, Ekramifar, & Bidaki (2016)
identified adequate internal consistency for four of the five subscales: fear of death, death
avoidance, approach acceptance, and escape acceptance (α = 0.84, 0.84, 0.86, and 0.87,
respectively). For the subscale neutral acceptance, less than adequate internal consistency
reliability was obtained (α = 0.62).
Normative Beliefs
EOLC normative beliefs was assessed using the End-of-Life Decision Questionnaire
(EOLDQ; Inglehbrecht, 2009). The EOLDQ measures differences in attitudes about EOLC
decisions in nurses. The original scale assesses normative beliefs about performing EOLC,
motivation to comply with their own expectations, and behavioral intention. Content validity was
established in a random sample of 3000 nurses (Inglehbrecht, Bilsen, Mortier, & Deliens, 2009).
The original scale has two subscales: respect for patient’s wishes and beliefs about nurse’s
involvement in EOLC. The involvement scale includes two questions (12 &13) that upon review
were considered to be more representative of Control Beliefs. These items were “Physicians are
usually prepared to listen to the nurses’ opinions about terminally ill patients” and “Nurses find
themselves in a hierarchical subordinate position, which makes it difficult to communicate their
opinions on proposed end-of-life decisions to the involved physician.” Therefore, there were two
versions of the involvement scale: (a) the original involvement scale and (b) a revised
involvement scale that did not include the two potential control beliefs items. The original
involvement scale was kept for comparison to prior literature. The reliability and the validity of
both the original scale and the revised involvement scale were evaluated (see Chapter 4).
Control Beliefs
Control beliefs was measured using the modified M-NSCCN-EOLC, which assesses
intensity and frequency of obstacles and supportive behaviors that promote or restrict quality
care. This study used only use frequency of occurrence of supportive behaviors. The M-NSCCNEOLC consists of two scales: Obstacles and Support. Adequate internal consistency (α’s range
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from 0.81–0.89) was been established (Beckstrand & Kirchoff, 2005). The scale is a 5-point
Likert “never, rarely, sometimes, usually, or always.”
After extensive requests from the author and literature search, scoring could not be
obtained. Thus, a principal components factor analysis, varimax rotation, was performed on the
items. The two scales were reflective upon review to examine obstacles and supports to nurses in
providing EOLC. In addition, the two items removed from the EOLDQ normative beliefs scale
were summed to create a “hierarchy” scale. This scale was reflective of the belief that there was a
hierarchy in decision-making in EOLC decisions.
Intentions to Perform and Behavior Performance
The INTEL-Behaviors instrument was used to measure both behavior intention and
behavior performance. The instrument was developed by Zomorodi and Lynn (2010b) and
designed to measure a nurse’s behavior performance. The questionnaire consists of 30 positive
and negative items that specifically address a nurse’s behaviors performed. The subscales
included communication and nursing tasks in EOLC. The content validity index (CVI) for the
INTEL-Behaviors instrument was 0.96, and adequate test-retest reliability has been established
(0.81, p < .001; Zomorodi & Lynn, 2010b).
Although the INTEL-Behaviors tool was not designed to measure performance intention,
it was deemed optimal to modify a validated tool to examine behavior intention. Thus, the
INTEL-Behaviors tool was modified to measure nurse intention to perform behavior. There was
concern that nurses will respond in the socially desirable manner by indicating that they always
intend to perform optimal care. Thus, nurses were instructed to identify “how comfortable are you
performing the behavior.” Respondents answered all items using a 5-point Likert scale (never
comfortable to always comfortable).
Control Variables
In addition to the above variables, demographic variables were collected for inclusion as
covariates in analyses. The demographic variables included were age, birth country, number of
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years lived in birth country, race, ethnicity, gender, years of education, nursing degree, work
experience, and marital status.
Specific Aims and Hypothesis
This study was designed to determine the impact of nurse personal factors, beliefs, and
attitudes as well as other influencing variables of nurse intention to perform and behavioral
performed. To accomplish the study goals, the following aims and hypotheses were proposed.
Specific Aim #1: Influence of personal factors on behavioral beliefs
H1a–H1i: Demographics (age, birth country, number of years lived in birth country, race,
ethnicity, gender, education, work experience, marital status) related to behavioral
beliefs regarding EOLC.
H1j: Religiosity related to behavioral beliefs regarding EOLC.
H1k: Professional experience with death related to behavioral beliefs regarding EOLC.
H1l: Personal experience with death related to behavioral beliefs regarding EOLC.
Specific Aim #2: Influence of personal factors on normative beliefs
H2a–H2i: Demographics (age, birth country, number of years lived in birth country race,
ethnicity, gender, education, work experience, marital status) related to normative
beliefs regarding EOLC.
H2j: Religiosity related to normative beliefs regarding EOLC.
H2k: Professional experience with death related to normative beliefs regarding EOLC.
H2l: Personal experience with death related to normative beliefs regarding EOLC.
Specific Aim #3: Influence of personal factors on control beliefs
H3a–H3i: Demographics (age, birth country, number of years lived in birth country race,
ethnicity, gender, education, work experience, marital status) related to control
beliefs regarding EOLC.
H2j: Religiosity related to control beliefs regarding EOLC.
H3k: Professional experience with death related to control beliefs regarding EOLC.
H3l: Personal experience with death related to control beliefs regarding EOLC.
Specific Aim #4: Identify the relation of behavioral beliefs, normative beliefs and control beliefs
toward behavioral intention.
H4a: Nurse behavioral beliefs related to behavioral intention.
H4b: Nurse normative beliefs related to behavioral intention.
H4c: Nurse control beliefs related to behavioral intention.
Specific Aim #5: Identify the relation of behavioral intention toward behavioral performance.
H5a: Nurse behavioral intention related to behavioral performance.
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In addition to the above aims, a final study aim (Aim 6) examined all relationships
identified in Aims 1–5 using multivariate statistical techniques.
Data Analysis
Prior to analyses addressing study aims, descriptive statistics including measures of
central tendency and dispersion were completed. All variable distributions were examined for
missing and out-of-range data and for normality. Any variable identified as non-normal was
transformed (e.g., winsorizing or log-transformation). If necessary, interval variables were
transformed into ordinal and non-parametric statistics..
Aims 1–5 were analyzed using either Pearson product moment correlations, independent
t-tests, or ANOVA, depending on the measurement level of both the independent variable (IV)
and the dependent variable (DV). If both the IV and DV were continuous, Pearson product
moment correlations were performed. If the IV was dichotomous, and the DV was continuous,
independent t-tests were used to examine relationships. Finally, if the IV was nominal or ordinal,
with more than two-levels and the DV was continuous, ANOVA was performed. Following
analysis of Aims 1–5, hierarchical linear multiple regression was performed to examine the
relationship between behavior intention and behavior performance allowing for statistical control
of covariates. All control variables that were significant in any of Aims 1–5 bi-variate analyses
were added into the regression models. All variables were entered into the regression model using
forward entry (probability of F to enter = 0.05). The magnitude of the relation between the
predictor and outcome was evaluated by examining the beta coefficient. All analyses were
conducted using SPSS V24.
Protection of Human Subjects
Approval to conduct the study was obtained from University of Massachusetts Amherst
Investigational Review Board committee. Official permission to conduct the study was received
from ONS and AACN responsible authorities after explanation of the study aims. The data
collection began in November 2016 for a period of 4 weeks. Participant data was collected via
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Survey Monkey™. The letters of interest to participate in this study was obtained from ONS and
AACN prior to seeking IRB approval. Letters of support from the organizations are included (see
Appendix A).
Sample Recruitment
Participants were recruited via an electronic invitation published electronically through
ONS and AACN online sites for 4 consecutive weeks. An email was sent to all members and
contained a link to the survey (see Appendix B). The link opened to a page that explains the
purpose of the study, emphasizing how important the participant’s contribution would be to the
outcome and how long it would take to complete the survey and that no identifying information
would be collected in order to assure respondent anonymity. Inclusion criteria included that
participants were required to be 18 years or older.
Consent
Consent to participate was confirmed when participant answered the first question of the
survey. The first question was the only required question to be answered in the survey; the
choices to answer the first question were Yes or No. Participants were informed that by answering
Yes, they were providing their consent to participate. If a respondent answered No, they were not
consenting to participate, and the survey concluded using branch logic to end it. The consent
presented at the beginning informed respondents that the survey was completely confidential and
whether or not they chose to participate there would be no effect on their status or benefits as an
ONS and AACN member.
Cultural Diversity
Race, ethnicity, and cultural background can have a significance influence on attitudes
and belief regarding end-of-life appropriate care (Ranse, Yates, & Coyer, 2012). The impact of
cultural diversity on providing EOLC is an important predictor. While cultural diversity is
important to the overall inquiry of nurse’s beliefs and intentions on providing EOLC, there is a
limit as to how much can be included in a single study; thus, this was not examined in detail in
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this study. For the purpose of this study, cultural diversity was limited to race, ethnicity, and birth
country. Although the intention had been to include race and ethnicity into the analyses, the
analysis sample was predominately White and non-Hispanic. There was insufficient variance to
include them into the models (see Chapter 4).
Sampling Predispositions
An online survey, in which potential respondents are invited to participate, can open a
research process to serious selection bias due to the potential self-selection and nonrepresentative
nature of participants (Braunsbeger, Wybenga, & Gates, 2007). Respondent bias is comprised of
any error in a study that is a result of participants’ inability or unwillingness to provide accurate
or honest answers to a survey. However, the inability to answer a question accurately and the
unwillingness to respond honestly present a study bias. Issues emanating from sampling bias are a
potential problem that could pose threats to the generalizability of research findings (Eysenbach
& Wyatt, 2002). To further examine this concern, professional organization and nurse position
were collected to evaluate bias based on organization and nurse position.
The advantages of online research includes cost effectiveness, access to large
comprehensive populations, format flexibility, speed and timeliness, and are all good reasons to
select the new modality to conduct research. It is important to also investigate the potential
weakness of online research and to be aware that among the challenges are the continuously
shifting internet population and rapidly changing technology, both of which cause constant
change.
Data Management
All data was collected in Survey Monkey™ and downloaded to a comma-separated
values (CSV) file after all data collection was completed. Data were then imported into SPSS for
analysis. Data was saved on a password-protected computer and managed in accordance with IRB
protocol. Data was de-identified to decrease the chance of a breach in confidentiality.
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CHAPTER 4
RESULTS
The purpose of this study was to examine the relationship of how personal factors and
EOLC experience influence nurse beliefs and performance when providing EOLC. The existing
gaps in the literature regarding the impact of nurse beliefs, attitudes, and other influencing
variables were explored and provided insight to predictor variables. The study used a crosssectional, correlational design and was informed by the TPB. The results are presented by study
aims and hypotheses.
Data Preparation
The data received was aggregated, coded, and imported into SPSS version 24.
Sample Characteristics
The sample for this study was 621 registered nurses who were active members of
professional organizations and working in various acute care including intensive care units,
medical-surgical and oncological units, children’s services and specialty care facilities including
palliative care and hospice, nurse educators and managers. The majority of study participants
were female (93%), born in the US (91.4%), and White (92.8%). Most were non-Hispanic
(94.1%). Overall, the most common country of birth indicated was the US (91.4%), followed by
Canada and the Philippines (0.6% each), and the remaining countries of origin accounted for less
than 0.5% in total. Over three quarters of the participants had obtained a baccalaureate nursing
degree or higher (79.2%), which included baccalaureate (51.2%) and master’s and doctoral
degrees (27.2%). Of the total participants, more than half (68.3%) were married and worked in
the nursing field (96.3%), followed by working in a full-time role (84.1%). The mean age of the
study participants was 45.2 years (SD = 12.0). The mean hours worked per week was 39.0 (SD =
9.1). Most participants were employed in inpatient healthcare settings (77.0%), which included
intensive care unit settings (38.1%), adult oncology settings (24.2%), and adult medical surgical
settings (9.0%; see Table 3).
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Table 3: Sample characteristics for demographic personal factors.
Age
Gender (% female)
Birth Country (% USA)
Number years lived in Birth Country
Race (% White)
Ethnicity (% non-Hispanic)
Education (years)
Work Experience (hours work/week)
Nurse Area worked (% inpatient)
Marital Status (% Married)
Hours worked (% >36 hour/week)
Employed in Nursing (% in Nursing)
Degree (% BSN or higher)

N
618
621
621
617
607
621
603
609
599
621
621
621
621

Mean/%
45.2
93.0
91.4
43.1
92.8
94.1
14.0
39.0
77.0
68.3
84.1
96.3
79.2

SD
12.0
--14.0
--6.3
9.1
------

Minimum
22.0
--1.0
--2.0
86.0
------

Maximum
73.0
--73.0
--36.0
39.0
------

After data was downloaded and imported into SPSS, descriptive statistics were calculated
for all scale variables: personal factors, behavioral, normative, and control beliefs, and behavior
intention, and performance.
Personal Factors
Descriptive statistics for personal factor variables religiosity and experience with death
are presented in Table 4. For the religiosity variable values and belief, an average score of 3.0
suggests that religiosity is focal for participants; mean of 3.0 indicates agreement of religious
values and beliefs. Mean scores on the sample religiosity scales are consistent with published
reports (Idler, Musick, & Ellison, 2003). In this sample, there was evidence of adequate internal
consistency reliability for the religiosity scales that include daily experience (α = 0.94), values
and beliefs (α = .68), and private practice (α = 80). Participants reported experiencing faith gain
and faith loss as similar. Roughly half of the sample experienced a faith gain, and half
experienced a faith loss.
Average report of professional experience with death was fairly high (Mean = 5.1; SD =
1.1). Respondents reported less personal experience with death (mean = 3.3; SD = 1.5). A
matched-pair t-test identified a significantly higher rate of professional experience with death
than personal experience with death (t = 24.28, p < 0.001). The amount of professional and
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personal experience with death is consistent with prior reports (Albers et al., 2014; Gagnon &
Duggleby, 2014; Griffith, Gassem, Hart, Adams, & Sargent, 2015). In this sample, there was
evidence of adequate internal consistency reliability for professional experience (α = 0.92) and
personal experience (α = .92) with death.
Table 4: Personal factor descriptive statistics.
Religiosity
Daily experience
Values and beliefs
Private practice
Weekly activities
Faith gain
Faith loss
Experience with Death
Professional
Personal

Mean/%

SD

Minimum

Maximum

2.8
3.0
2.3
2.1
53.7
49.1

1.4
0.7
1.9
3.9
-----

0.0
1.0
0.0
0.0
-----

5.0
4.0
7.0
40.0
-----

5.1
3.3

1.1
1.5

1.3
1.0

6.0
6.0

Relationship Among Personal Factors
The relationship between the religiosity and experience with death and potential
continuous level covariates (age, years in country, and years of education) was examined using
correlation coefficients. Given the large sample size, a conservative alpha of 0.01 was used for
many of the statistical analyses reported below.
The results identified a relationship between the personal factors of age, years of
education, and years in the US. and both religiosity and experience with death (see Table 5). Age
was related to increased religiosity and higher rates of experience with death (personal: r = 0.35, p
< 0.001; professional: r = 0.17, p < 0.001). Older subjects reported more religious activities every
week (r = 0.17, p < 0.001) and more religious daily experiences (r = 0.23, p < 0.001). Participants
who had been in the US longer also reported higher rates of religiosity and both increased
professional and personal experience with death. Years of education however, was not related to
either increased levels of religiosity or personal or professional experience with death.
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Table 5: Inter-correlations among personal factors.
Personal Factors

Age
r

Years in the US
r

Religiosity
Daily experience
0.23***
Values and beliefs
0.17***
Private practice
0.26***
Weekly activities
0.17***
Faith gain
0.10
Faith loss
-0.11
Experience with Death
Professional
0.17***
Personal
0.35***
**p ≤ 0.01. ***p ≤ 0.001.

Years Education
r

0.21***
0.18***
0.20***
0.03
0.07
-0.09

0.04
0.08
0.05
0.03
0.04
0.02

0.15**
0.32***

-0.05
-0.02

Behavioral Beliefs
Behavioral belief scale scores were examined using descriptive statistics. The FATCOD
tool assessed nurses attitudes and perceptions about providing EOLC and how this impacts their
ability to provide EOLC. Higher scores on the FATCOD are indicative of more positive attitudes
regarding the ability to provide EOLC and a greater perception of patient-centered care. Based on
the FATCOD, participants feel that nurses were more able to perform patient-centered care (mean
for both scales = 4.4, SD = 0.4). In this sample, there was evidence of adequate internal
consistency reliability for both the attitude scale (α = 0.80) and the perception scale (α = .75).
Mean score of the FATCOD attitude scale is comparable to published literature (Lange, Kline &
Thom, 2008). The results indicate that most nurses demonstrated a positive attitude about their
ability to provide EOLC (see Table 6).
Mean behavioral beliefs score, measured using the DAP-R are also consistent with
published literature (Braun et al., 2010; Lange et al., 2008;). The DAP-R is an attitude profile
scale that compares the level of death anxiety and coping responses of nurses. Five subscales
were used (death avoidance, neutral acceptance, approach acceptance, escape acceptance, and
fear of death); a higher score showed a tendency to identify with a particular subscale that
measures attitude about death. For the subscale neutral acceptance (mean = 5.0, SD = 0.7), the
average score suggests that nurses are fairly neutral regarding their approach to death. Scores on
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approach acceptance reflected views that nurses view death as a passageway to a happy afterlife
(mean = 4.1; SD = 1.4). The average score of the fear of death subscale indicates that participants
felt a high fear of death for themselves and others (mean = 4.1; SD = 1.4; see Table 4). In this
sample, there was evidence of adequate internal consistency reliability for all DAP-R subscales:
fear of death (α = 0.87); death avoidance (α = 0.88); neutral acceptance (α = 0.70); approach
acceptance (α = 0.97); and escape acceptance (α = 0.86).
Table 6: Behavioral belief scales descriptive statistics.
N
FATCOD
Attitude
Perception
DAP-R
Death Avoidance
Neutral Acceptance
Approach Acceptance
Escape Acceptance
Fear Death

Mean SD Minimum

Maximum

576
576

4.4
4.4

0.4
0.4

1.3
1.2

5.0
5.0

535
535
534
534
536

1.8
5.0
4.1
3.2
4.1

0.7
0.7
1.4
1.6
1.4

1.0
2.8
1.0
1.0
1.0

4.6
6.0
6.0
6.0
5.7

Normative Beliefs
Normative belief scores, as measured by the EOLDQ, were examined using descriptive
statistics. As mentioned previously, when reviewing the items of the EOLDQ scale to evaluate
normative beliefs, two of the items were considered to better reflect control beliefs. Both items
were originally on the involvement subscale. In order to examine the involvement normative
beliefs scale without the addition of these two items and be able to compare study findings to
prior literature, the analyses below include two versions of the involvement normative beliefs
scale: (a) subscale based on original instrument (“involvement”) and (b) subscale with the two
potential control belief items removed (“involvement rev.”).
Although the two involvement scale mean scores were comparable and both suggest that
nurses in this sample felt neutral about being involved with a patient’s EOLC decisions (see
Table 7), the two means are statistically different (matched pair t = -10.6, p < .001). On the
normative beliefs respect scale, the average score (4.1, SD = 0.6) indicates that nurses in this
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sample have a positive attitude regarding respecting patients’ choices in their EOL care. In this
sample, there was evidence of adequate internal consistency reliability for the respect scale (α =
0.72), minimal internal consistency reliability for the involvement revised scale (α = 0.60), and
poor internal consistency reliability for the traditional involvement scale (α = 0.47). It is
important to note that the revised scale had higher internal consistency reliability.
Table 7: Normative belief descriptive statistics.
EOLDQ
Respect
Involvement
Involvement Rev.

Mean

SD

Minimum

Maximum

4.1
3.6
3.7

0.6
0.5
0.6

1.8
2.1
1.9

5.0
5.0
5.0

Control Beliefs
The control belief scale scores were also examined using descriptive statistics. There
were two scales used to explore control beliefs: a modified version of the M-NSCC-EOLC and
the EOLDQ. In this sample, participants mean values for the M-NSCC-EOLC obstacle subscale
(mean = 2.5; SD = 0.5) suggest that nurses did not often experience obstacles while managing
patient-centered care. From the same measure, participants also did not often experience support
while providing patient-centered care (mean = 2.2; SD = 0.5). In this sample, evidence existed of
adequate internal consistency reliability for the M-NSCC-EOLC control beliefs scales (obstacle α
= 0.79; support α = 0.74; see Table 8).
Table 8: Control belief descriptive statistics.
M-NSCCN-EOLC
Obstacle
Support
EOLDQ
Hierarchy

Mean

SD

Minimum

Maximum

2.5
2.2

0.5
0.5

1.2
0.5

4.0
3.8

3.0

0.5

1.0

5.0

The third control beliefs scale was composed of the two items removed from the EOLDQ
normative belief scale. Even though this scale is composed of only two items, there is evidence of
minimal internal consistency reliability (EOLDQ hierarchy α = 0.69). Mean score for the
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hierarchy subscale suggests nurses in this sample are neutral about the impact of a hierarchical
system on nurses’ role with EOLC decisions (mean = 3.0; SD = 0.5; see Table 8).
Behavioral Intention and Behavioral Performance
The behavioral intention and performance scales scores were examined using descriptive
statistics. The INTEL tool was used to assess comfort around specific nursing behaviors
performed when providing EOLC, indicating intention to perform EOLC and how often they
performed the specific nursing behaviors (see Table 9). Sample averages for behavior
performance were virtually identical to behavior intention for both the action and communication
domains. In this sample, there was a strong relationship between participants’ intention and
performance. Those that intended to communication more often actually did. There was also
evidence in the sample of adequate internal consistency reliability for the behavior intention and
behavior performance scales that include the following: intention to communicate (α = 0.89);
intention to act (α = 0.84); performance communication (α = 0.92); and performance to act (α =
0.89).
Table 9: Behavioral intention and performance scale descriptive statistics.
Behavioral Intention
Communication
Action
Behavioral Performance
Communication
Action

Mean

SD

Minimum

Maximum

3.1
3.6

0.6
0.4

1.5
2.0

4.0
4.0

3.0
3.6

0.7
0.5

0.0
0.0

4.0
4.0

After evaluating descriptive statistics for all scale scores, all of the above scales were
evaluated for normality. The only scale distribution that was skewed or kurtotic was behavior
intention. For all other variables, skewness and kurtotic values were less than 1.5. In addition,
only the action performance behavior scale had extreme outliers (more than three standard
deviations from the mean). Given the nature of the INTEL behavior scale, which is measured on a
5-point-Likert scale, it was considered not appropriate to transform this distribution. Since there
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were few deviations from normality identified and the large sample size, parametric statistics
were identified as appropriate to use in the analyses.
Analysis of Study Aims
This study was designed to determine the relationship between nurse personal factors,
beliefs, and attitudes, and nurse EOLC behavior intention and performance. Analyses are
described for each study aim. For Aims 1–5, a conservative type 1 error level (α < 0.01) was used
given high study power. In Aim 6, when listwise deletion was used in the multivariate analyses,
study power was decreased and the traditional level of significance was retained (α < 0.05).
Aim 1: Influence of Personal Factors on Behavioral Beliefs
H1a–H1i: Demographic personal factors (age, birth country, number of years lived in birth
country, race, ethnicity, gender, education, work experience, marital status) are related to
behavioral beliefs regarding EOLC.
The relationship between continuous demographic personal factors and behavioral beliefs
was explored using Pearson product moment correlations. Participant age was positively related
to more positive attitudes (r = 0.17, p < 0.001) and perceptions (r = 0.15, p < 0.001) while
providing patient-centered care. The older the participant, the more positive attitudes they had
about providing EOLC. Similarly, participants who had been in the US longer had more positive
attitude (r = 0.17, p < 0.001) and perceptions (r = 0.16, p < 0.001) surrounding EOLC (see Table
10). Participant age was negatively related to death avoidance and fear of death. Older
participants avoided death (r = -0.15, p = 0.001) and feared death (r = - 0.19, p < 0.001) more.
There was no relationship between years of education and either attitudes or perceptions around
EOLC or behavioral beliefs surrounding approach to death.
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Table 10: Relationship between demographic personal factors and behavioral beliefs.
Demographics
Behavioral Beliefs
FATCOD
Attitude
Perception
DAP-R
Death Avoidance
Neutral Acceptance
Approach Acceptance
Escape Acceptance
Fear of Death

Age

Years in US

r

r

0.17***
0.15***

Years of
Education
r

0.17***
0.16***

-0.15***
0.09
0.10
0.09
-0.19***

0.01
0.02

-0.11**
0.04
0.10
0.08
-0.11

-0.08
0.08
-0.02
-0.02
-0.08

**p ≤ 0.01. ***p ≤ 0.001.
The relationship between nominal/ordinal demographic personal factors with three or
more levels and behavioral beliefs was explored using ANOVA. The ANOVA results examining
the relationship between nurse employment area and behavioral beliefs indicated no relationship
between nurse employment area and behavioral beliefs (see Table 11).
Table 11: Mean differences in behavioral beliefs by nurse area.
Total
Sample
Mean SD
FATCOD
Attitude
Perception
DAP-R
Death Avoid
Neutral Accept
Approach Accept
Escape Accept
Fear Death

Nurse Area
Inpatient
Outpatient
(N = 424)
(N = 76)
Mean SD Mean SD

Non-Clinical
(N = 57)
Mean
SD

F

p

4.4
4.4

0.4
0.4

4.4
4.4

0.4
0.4

4.4
4.4

0.4
0.3

4.5
4.5

0.3
0.4

1.9
3.1

0.144
0.045

1.8
4.5
4.1
3.2
2.3

0.7
0.7
1.4
1.2
0.9

1.8
5.0
4.0
3.2
2.4

0.7
0.7
1.4
1.2
0.9

1.7
4.9
4.3
3.1
2.2

0.6
0.8
1.3
1.0
0.8

1.8
5.0
4.4
3.3
2.2

0.7
0.7
1.1
1.3
0.9

0.5
0.3
3.5
0.5
1.4

0.620
0.754
0.032
0.587
0.227

Similar to analyses examining behavioral beliefs by nurse area, ANOVA results
examining the relationship between highest degree attained and behavioral beliefs indicated that
there was no relationship between highest degree attained and behavioral beliefs (see Table 12)
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Table 12: Mean differences in behavioral beliefs by highest degree attained.
Total
FATCOD
Attitude
Perception
DAP-R
Death Avoid
Neutral Accept
Approach Accept
Escape Accept
Fear Death

Highest Degree
Entry
BSN
(N = 115)
(N = 294)
Mean SD Mean SD

Grad
(N = 159)
Mean SD

F

p

Mean

SD

4.4
4.4

0.4
0.4

4.4
4.3

0.5
0.4

4.4
4.4

0.4
0.3

4.5
4.5

0.4 3.6
0.3 4.4

0.028
0.012

1.8
5.0
4.0
3.2
2.3

0.6
0.7
1.4
1.2
0.9

1.8
5.0
4.2
3.3
2.4

0.6
0.7
1.3
1.1
0.9

1.8
4.9
4.0
3.2
2.4

0.7
0.7
1.4
1.2
1.0

1.7
5.1
4.1
3.2
2.2

0.6
0.7
1.4
1.2
0.8

0.039
0.109
0.646
0.827
0.066

3.3
2.2
0.4
0.2
2.7

The relationship between dichotomous demographic personal factors and behavioral
beliefs was explored using independent sample t-tests. Note that although analyses were
performed for race and ethnicity, they are not shown since they are not significant, which is likely
given the minimal variance in this sample that was predominantly White and non-Hispanic.
Although there was also very little gender variance in the sample, to be able to compare to other
samples, gender differences are provided. There were no differences in behavioral beliefs based
on gender, marital status, country of birth, or employment as measured by the FATCOD (see
Table 13).
Table 13: Mean differences in FATCOD behavioral beliefs by demographic variables.
FATCOD
Gender
Male
Female
Country of Birth
USA
Not USA
Marital Status
Married
Not married
Employment
≥ 36 hours
≤ 36 hours
*All p values > 0.01.

N

Attitude
Mean SD

Perception
Mean SD

t

t*

39
530

4.4
4.4

0.4
0.4

0.0

4.5
4.4

0.3
0.4

0.9

529
46

4.4
4.3

0.4
0.4

2.1

4.4
4.4

0.4
0.4

0.9

394
176

4.4
4.4

0.4
0.4

0.2

4.4
4.4

0.4
0.3

-0.0

470
96

4.4
4.4

0.4
0.4

0.2

4.4
4.3

0.4
0.3

-1.2
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Similar to examining mean differences FATCOD scale behavioral beliefs, t-tests were
performed examining DAP-R behavioral belief scales by dichotomous demographic personal
factors. The only dichotomous demographic personal factor that was related to behavioral beliefs
as measured by the DAP-R was gender. Women reported more agreement with approach
acceptance (independent sample t = -3.1, p = 0.002) than did men. Thus, women were more
positive regarding their approach to death. There were no significant difference in perception of
death by country of birth, marital status, or employment (see Table 14). There were also no
differences based on race or gender (not shown).
Table 14. Mean differences in DAP-R behavioral beliefs by personal factors variables.
DAP-R
N
Gender
Male
Female
Birth Country
USA
Not USA
Marital Status
Married
Not married
Employment
≥ 36 hours
≤ 36 hours
**p ≤ 0.01.

Death
Avoid
M SD

t

Neutral
Accept
M SD

35 1.7
494 1.8

0.6
5.0 0.7
-1.1
0.7
5.0 0.7

491 1.8
44 1.8

0.6
0.8

394 1.8
163 1.7

0.7
4.9 0.7
-1.3
0.6
5.0 0.6

437 1.8
90 1.8

0.7
0.6

0.2

0.6

t

Approach
Accept
M SD

t

Fear
Death
M SD

t

- 3.4 1.3
3.1** 3.2 1.1

1.0

2.4 1.0
2.3 0.9

0.4

2.2

3.2 1.1
3.0 1.2

1.2

2.3 0.9
2.3 1.0

0.5

4.1 1.4
4.0 1.3

-1.4

3.2 1.2
3.3 1.1

0.7

2.3 0.9
2.4 0.9

1.1

5.0 0.7
4.1 1.4
-0.9
4.9 0.7
4.0 1.3

-0.6

3.2 1.1
2.3 0.9
-0.0
3.2 1.2
2.4 0.8

0.7

0.3

3.4 1.6
4.1 1.3

t

Escape
Accept
M SD

5.0 0.7
4.1 1.4
-1.2
5.1 0.6
3.7 1.5
0.9

Religiosity
The relationship between religiosity and behavior beliefs was explored using Pearson’s
correlation coefficients. Religiosity was significantly correlated to behavioral beliefs. The more
participants practiced in private religious activities, the less they avoided death (r = -0.17, p <
0.001), the less they feared death (r = -0.28, p < .001), and the more they believed death was an
escape from suffering (r = 0.20, p < 0.001). The same pattern of relationships was found between
daily religious experiences and behavioral beliefs (see Table 15). Interestingly, approaching death
with an acceptance that dying was being close to God and “bliss” was strongly related to
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religiosity. Those who approached death with a positive acceptance had more daily religious
experiences (r = 0.76, p < .001), had more private religious practices (r = 0.63, p < .001), and
attended church more often (r = 0.33, p < .001). Weak, positive, relationships were found
between attitudes and perceptions regarding EOLC (FATCOD) and religiosity.
Table 15: Relationship between behavioral beliefs and religiosity.
Daily
Experience
r
FATCOD
Attitude
Perception
DAP-R
Death Avoid
Neutral Accept
Approach Accept
Escape Accept
Fear Death
**p ≤ 0.01. ***p ≤ 0.001.

Religiosity
Values and
Beliefs
r

Private
Practice
r

Weekly
Activities
r

0.10
0.15***

0.13**
0.16***

0.10
0.14**

0.12
0.15**

-0.15**
0.13**
0.76***
0.13**
0.13**

-0.08
0.04
0.76***
0.19***
0.04

-0.17***
0.10
0.63***
0.20***
0.10

-0.15**
0.11
0.33***
0.14**
0.11

As previously mentioned, to better understand the relationship between behavioral beliefs
regarding EOLC and religiosity, a four-group faith loss/faith gain variable was constructed: (a) no
faith gain and faith loss, (b) no faith gain and no faith loss, (c) faith gain and faith loss, and (d)
faith gain, no faith loss; and two 2-group faith gain and faith loss variables were constructed: faith
gain (yes/no) and faith loss (yes/no). Differences in behavioral beliefs were examined using
ANOVA four-group faith gain/loss variable, while independent group t-tests were performed to
examine differences in behavioral beliefs based on the two-group faith loss and faith gain
(yes/no) variables.
There were no differences in FATCOD attitudes and perceptions mean scores by faith
gain/loss groups, but there were differences in DAP-R scales that examined approaching death
positively and fearing death (see Table 16). Post-hoc analyses (Bonferroni) were performed to
identify faith gain/loss group differences. When examining group differences, individuals who
had a faith gain (regardless of loss) had a more positive approach to death than participants who
did not have a faith gain (regardless of loss; p values < 0.001). Participants who had experienced
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a faith gain and a faith loss feared death less than participants who had not experienced a faith
loss or gain (p = 0.042) and participants who had experienced only loss (p = 0.015).
Table 16: Mean differences in behavioral beliefs by four-group faith gain/faith loss.
No Gain/
Loss
(N = 82)
Mean SD
FATCOD
Attitude
Perception
DAP-R
Death Avoid
Neutral Accept
Approach Accept
Escape Accept
Fear Death

No Gain/
No Loss
(N = 129)
Mean SD

Gain/
Loss
(N = 141)
Mean
SD

Gain/
No Loss
(N = 103)
Mean
SD

F

p

4.5
4.4

0.3
0.3

4.4
4.4

0.4
0.4

4.5
4.5

0.3
0.3

4.4
4.4

0.5
0.5

3.0
0.6

0.031
0.610

1.8
4.9
3.2
3.1
2.5

0.6
0.7
1.2
1.1
0.9

1.9
5.0
3.4
3.1
2.4

0.7
0.7
1.2
1.0
0.8

1.7
4.9
4.5
3.3
2.1

0.6
0.7
1.2
1.2
0.8

1.7
5.0
4.8
3.5
2.2

0.7
0.7
1.2
1.3
1.0

2.2
0.8
49.9
2.9
4.9

0.084
0.502
<0.001
0.038
0.002

When using the two-group faith loss and/or gain variables, a similar pattern of
relationships was found for attitudes and perceptions about EOLC (FATCOD) and beliefs around
death (DAP-R). Interestingly, beliefs about death, although not related to faith loss, were related
to faith gain: approach acceptance (t = -12.0, p < 0.001), escape acceptance (t = -2.7, p = 0.006),
and fear death (t = 3.8, p < 0.001). Individuals who had a gain in faith had a more positive
approach to death and were less afraid of death (see Table 15). Given the impact of faith gain and
the lack of relationship between faith loss and behavioral beliefs, the two-group faith gain
variable was used in multivariate analyses (see Table 17).
Table 17: Mean differences in behavioral beliefs by two-group faith loss and two-group faith
gain.
Faith Loss
No
(N = 232)
Mean SD
FATCOD
Attitude
Perception
DAP-R
Death Avoid
Neutral Accept
Approach Accept
Escape Accept
Fear Death
**p ≤ 0.01. ***p ≤ 0.001.

Faith Gain

Yes
(N = 224)
Mean SD

t

No
(N = 212)
Mean SD

Yes
(N = 246)
Mean SD

4.4
4.4

0.3
0.4

4.5
4.5

0.3
0.3

-3.0
-1.0

4.4
4.4

0.3
0.3

4.5
4.5

0.4
0.4

1.8
4.9
4.0
3.2
2.3

0.7
0.7
1.4
1.2
0.9

1.7
5.0
4.1
3.2
2.3

0.6
0.7
1.4
1.2
0.9

1.5
-1.3
-0.3
0.0
0.4

1.8
5.0
3.3
3.1
2.5

0.6
0.7
1.2
1.0
0.9

1.7
5.0
4.7
3.4
2.2

0.7
0.7
1.2
1.2
0.9
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t
0.9
-1.4
2.3
-0.4
-12.0***
-2.7**
3.8***

Experience With Death
The relationship between behavioral beliefs and professional and personal experience
with death were explored using Pearson product moment correlations. Personal experience with
death was not related to attitudes and perceptions regarding nurses performing EOLC. Personal
experience with death was related to only one belief regarding death subscale; the more personal
the experience with death a participant reported, the more positively they approached death (r =
0.19, p < 0.001; see Table 18). In contrast professional experience did predict both positive
attitudes (r = - 0.32, p < 0.001) and perceptions (r = 0.21, p < 0.001) as well as beliefs around
death. More professional experience with death was related to avoiding death less (r = -0.18, p <
.001) and fearing death less (r = -0.19, p < 0.001).
Table 18: Relationship between behavioral beliefs by personal and professional experience.
FATCOD
Attitude
Perception
DAP-cRp
Death Avoid
Neutral Accept
Approach Accept
Escape Accept
Fear Death
***p ≤ 0.001.

Personal
r
0.09
0.06

Professional
r
0.32***
0.21***

-0.06
-0.02
0.19***
0.05
0.11

-0.18***
0.12
0.11
0.09
-0.19***

Aim 1 Summary
In general, demographic personal factors were unrelated to EOLC behavioral beliefs. As
a result, only age, years in the US, and gender were included in the multivariate analyses.
However, more religious activities, experiencing a religious faith gain, and experience with death
were related to behavioral beliefs regarding EOLC and death. Thus, faith gain and personal and
professional death experience were included in the multivariate analyses. A summary table of all
variables examined that were related to behavioral beliefs is presented in Table 19.
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Table 19: Personal factor variables related to behavioral beliefs.
Personal Factors
Age
Years in the US
Education
Race
Ethnicity
Gender
Nurse Area
Employment status
Marital Status
Religiosity: Daily Experience
Religiosity: Values and Beliefs
Religiosity: Private Practice
Religiosity: Weekly Activities
Faith gain
Faith loss
Professional experience with death
Personal experience with death

Related to Behavioral Beliefs
√

√
√
√
√
√
√
√

Aim 2: Influence of Personal Factors on Normative Beliefs
H2a–H2i: Demographics (age, birth country, number of years lived in birth country, race,
ethnicity, gender, education, work experience, marital status) related to normative beliefs
regarding EOLC.
When examining the relationship between demographic personal factors and normative
beliefs around EOLC, an identical analytic plan was followed (see Aim 1). When examining the
relationship between continuous level demographic variables and normative beliefs, the only
significant relationships identified were between age and years in the US and the revised
involvement scale. Older nurses and nurses who had been in the country longer felt nurses should
be less involved in EOLC decisions (see Table 20).
Table 20: Relationship between normative beliefs and demographics.
Normative Beliefs
Respect
Involvement
Involvement Revised
**p ≤ 0.01.

Demographics
Age
Years in US
r
r
-0.03
- 0.02
-0.05
- 0.05
-0.12**
-0.13**
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Years Education
r
0.02
0.05
-0.01

The relationship between nominal/ordinal personal factors and normative beliefs was
explored using ANOVA. The ANOVA results examining the relationship between nurse area and
normative beliefs indicated differences in EOLC involvement by nurse area (see Table 21). Posthoc analyses (Bonferroni) identified that the nurses who worked in an outpatient setting felt they
should be less involved in EOLC decisions than nurses who worked in an inpatient setting (p =
0.002) or a non-clinical setting (p = 0.004). Similar results were identified for the revised
involvement scale.
Table 21: Mean differences in normative beliefs by nurse area.

Normative Beliefs
Respect
Involvement
Involvement Rev.

Total
(N = 501)
Mean SD
4.1
0.6
3.5
0.5
3.7
0.5

Nurse Area
Inpatient
Outpatient Non-Clinical
(N = 374)
(N = 73)
(N = 54)
Mean SD Mean SD Mean SD F
4.1
0.6
4.0
0.6
4.1
0.5 1.2
3.7
0.5
3.4
0.4
3.6
0.4 5.2
3.7
0.6
3.5
0.6
3.8
0.5 6.8

p
0.307
0.006
0.001

Mean differences in normative beliefs by highest degree attained were examined via
ANOVA. No significant differences were found on respect for patient’s EOLC choices or in
beliefs regarding nurse involvement in EOLC using the original version of the scale based on
nurse degree. There were significant differences based on nurse degree for the revised beliefs
about nurse involvement scale. Post-hoc analysis (Bonferroni) identified that nurses with an entry
degree thought nurses should be less involved in EOLC than nurses with a BSN (p = 0.026) or
nurses with a graduate degree (p = 0.008; see Table 22).
Table 22: Mean differences in normative beliefs by highest degree attained.

Normative Beliefs
Respect
Involvement
Involvement Rev.

Total
(N = 511)
Mean SD
4.1
0.6
3.6
0.5
3.7
0.6

Highest Degree
Entry degree
BSN
(N = 104)
(N = 261)
Mean SD Mean SD
4.0
0.6 4.0
0.6
3.5
0.4 3.6
0.4
3.5
0.6 3.7
0.5
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Grad Degree
(N = 146)
Mean SD
4.0
0.6
3.6
0.5
3.7
0.5

F
1.4
2.6
4.9

p
0.240
0.073
0.007

Mean differences in normative beliefs by country of birth were examined via ANOVA.
There were no significant differences in beliefs about decisions of EOLC and nurse role in EOLC
between nurses in the US and nurses not in the US (see Table 23).
Table 23: Mean differences in normative beliefs by country of birth.

Normative Beliefs
Respect
Involvement
Involvement Rev.

Country of Birth
All Subjects
US
(N = 517)
(N = 476)
Mean
SD
N
Mean SD
4.0
0.6 476
3.7 0.5
3.6
0.5 476
3.6 0.5
3.7
0.6 476
3.7 0.6

N
40
40
40

Not US
(N = 40)
F
Mean
SD
4.1
0.6 0.17
3.5
0.5 0.02
3.7
0.6 0.01

p
0.680
0.878
0.936

Mean differences in normative beliefs by dichotomous demographic personal factors
(gender, country of birth, marital status, and employment status) were examined via independent
t-tests. There were no significant differences in beliefs about decisions of EOLC or nurse role in
EOLC based on these demographic personal factors (see Table 24).
Table 24: Mean differences in normative beliefs by dichotomous demographic personal factors.
Normative Beliefs
Respect
Involvement
Mean SD
t*
Mean
SD
t*
Gender
Male (N = 34)
Female (N = 476)
Birth Country
USA
Not USA
Marital Status
Married (N = 350)
Not married (N=161)
Employment
≥ 36 hours (N = 85)
≤ 36 hours (N = 423)
*all p values > 0.01.

4.2
4.1

0.6
0.6

4.0
4.1

0.6
0.6

4.1
4.1

0.5
0.6

4.1
4.1

0.6
0.6

Involvement Rev.
Mean SD
t*

3.6
3.5

0.4
0.5

1.0

3.8
3.7

0.6
0.6

0.8

3.6
3.5

0.5
0.5

0.2

3.7
3.7

0.6
0.6

0.0

3.2

3.5
3.6

0.4
0.5

0.0

3.7
3.7

0.5
0.5

1.2

0.3

3.5
3.6

3.5
0.5

0.8

3.7
3.5

0.6
0.5

0.2

0.6
0.2

Religiosity
The relationship between religiosity and normative beliefs was explored using Pearson’s
product moment correlation. Religiosity was significantly correlated with normative beliefs.
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Lower levels of religiosity were related to increased respect for patient’s choices in EOLC and
increased belief in nurses’ involvement in EOLC (see Table 25). This table also provides
additional evidence of increased validity for the revised involvement scale as the magnitude of
the relationships are stronger with the revised scale than the original involvement scale.
Table 25: Relationship between normative beliefs and religiosity.

Normative Beliefs
Respect
Involvement
Involvement Rev.
**p ≤ 0.01. ***p ≤ 0.001.

Religiosity
Daily
Values and
Experience
Beliefs
r
r
-0.33***
-0.23***
-0.11
-0.05
-0.18***
-0.09

Private
Practice
r
-0.36***
-0.14**
-0.20***

Weekly
Activities
r
-0.15**
-0.06
-0.07

The relationship between normative beliefs and religiosity was further explored using the
four-group faith loss and faith gain. There were significant differences in all normative beliefs
examined by faith gain/loss groups (see Table 26). Post-hoc analyses (Bonferroni) were
performed on all normative beliefs subscales. Post-hoc results identified that individuals who did
not have a faith gain (loss and no loss group) had more respect for patient’s EOLC choices than
individuals who did not have a gain (loss and no loss groups; p values range from 0.005 to <
0.001). Nurse involvement, using the revised scale, identified significant differences between
nurses who had a gain and no loss and the other three gain/loss groups. Nurses who experienced a
faith gain, but no faith loss, felt they should be less involved in EOLC decisions than nurses who
had both a gain and a loss (p = 0.007), less involved than nurses who did not have a gain, but had
a loss (p < 0.001), and less involved than nurses who had experienced neither a faith gain nor a
faith loss (p = 0.049). The same analyses using the original involvement scale only identified a
significant difference between nurses who experience only a faith gain and nurses who
experienced only a faith loss (p = 0.018). Nurses who experienced only a faith gain felt they
should be less involved in EOLC decisions than nurses who experienced only a faith loss.
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Table 26: Mean differences in normative beliefs by four-group faith loss and/or faith gain.
All
(N = 455)
Normative Beliefs
Respect
Involvement
Involvement Rev.
***p ≤ 0.001.

Mean
4.1
3.6
3.7

SD
0.6
0.5
0.5

No Gain
but Loss
(N = 82)
Mean SD
4.4
0.5
3.6
0.4
3.9
0.6

No Gain
or Loss
(N = 129)
Mean SD
4.2
0.5
3.6
0.4
3.7
0.5

Both Gain
and Loss
(N = 141)
Mean SD
4.0
0.6
3.6
0.5
3.7
0.5

Gain no Loss
(N = 103)
Mean
3.9
3.4
3.5

SD
0.6
0.4
0.5

F
15.4***
3.5
6.9***

Further analyses examining the relationship between religiosity and normative beliefs
around EOLC were examined via independent t-tests. Similar to behavioral beliefs, there were
only significant differences in the two-group faith gain scale. Participants who experienced a faith
gain had lower respect for their patients EOLC choices than participants who did not experience a
faith gain (F= 7.9, p = 0.005; see Table 27). Unlike behavioral beliefs, faith loss was significantly
related to normative beliefs. Those who experienced faith loss felt nurses should have more
involvement in EOLC decisions than nurses who did not experience loss (t = -3.3, p < .001).
Table 27: Mean difference in normative beliefs by two-group faith loss and two-group faith gain.
Faith Loss

Faith Gain

No
Yes
N = 232
N = 224
Mean SD Mean SD
t
Respect
4.1
0.6 4.1
0.6 -1.2
Involvement
3.5
0.4 3.6
0.5 -2.4
Involvement Rev.
3.6
0.5 3.8
0.5 -3.3***
**p ≤ 0.01. ***p ≤ 0.001.

Normative Beliefs

No
Yes
N = 212
N = 246
Mean SD Mean SD
t
4.3
0.5
4.0
0.6 6.3***
3.6
0.4
3.5
0.5 1.7
3.8
0.5
3.6
0.5 2.4

Experience With Death
The relationship between normative beliefs and professional and personal experience
with death was explored using Pearson’s product moment correlation. Personal experience with
death was not related to nurse respect for patients’ EOLC wishes or involvement in EOLC (see
Table 28). In contrast, professional experience with death was related to all normative belief
variables. Nurses with more professional experience with death had more respect for patient
EOLC choices (r = 0.13, p = 0.007) and felt nurses should be more involved with EOLC
(involvement: r = 0.21, p < 0.001; involvement rev.: r = 0.18, p < 0.001).

56

Table 28: Relationship between normative beliefs and experience with death.

Experience with death
Personal
Professional
**p ≤ 0.01. ***p ≤ 0.001.

Normative Beliefs
Respect
Involvement
r
r
0.05
0.07
0.13**
0.21***

Involvement Rev.
r
0.05
0.18***

Aim 2 Summary
In general, similar to the relationship between demographic personal factors and
behavioral beliefs, demographic personal factors were unrelated to normative beliefs regarding
EOLC. Since degree was related to normative beliefs, years of education were added to the
multivariate analyses. Experiencing faith gain and professional experience with death were also
related to normative beliefs. Unlike behavioral beliefs, personal experience with death was not
related to normative beliefs, and there was a significant relationship between faith loss and
normative beliefs. Thus, faith loss was included in the multivariate analyses. A summary table of
all variables examined that were related to normative beliefs is presented in Table 29.
Table 29: Personal factor variables related to normative beliefs.
Personal Factors
Age
Years in the US
Education
Race
Ethnicity
Gender
Nurse Area
Employment status
Marital Status
Religiosity: Daily Experience
Religiosity: Values and Beliefs
Religiosity: Private Practice
Religiosity: Weekly Activities
Faith gain
Faith loss
Professional experience with death
Personal experience with death

Related to Normative Beliefs
√
√

√

√
√
√
√
√
√
√
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Aim 3: Influence of Personal Factors on Control Beliefs
H3a–H3i: Demographics (age, birth country, number of years lived in birth country, race,
ethnicity, gender, education, work experience, marital status) related to control beliefs regarding
EOLC. When examining the relationship between demographic personal factors and normative
beliefs around EOLC, an identical analytic plan was followed (see Aim 1).
When examining the relationship between continuous level demographic variables and
normative beliefs, the only significant relationship identified between continuous level
demographic personal factors and control beliefs was between age and number of years living in
the US. Older nurses (r = 0.13, p = 0.003) and nurses who had been in the country longer (r =
0.16, p < 0.001) felt there was more of a hierarchy in EOLC decisions (see Table 30).
Table 30: Relationship between control beliefs and demographics.
Control Beliefs
Age
M-NSCCN-EOLC
Obstacles
0.07
Support
0.08
EOLDQ
Hierarchy
0.13**
**p ≤ 0.01. ***p ≤ 0.001.

Demographics
Years in Country
0.08
0.11

Years Education
-0.05
0.04

0.16***

0.08

Mean differences in control beliefs by nurse area were examined via ANOVA. There
were no significant differences in control beliefs based on nurse area (see Table 31).
Table 31: Mean differences in control beliefs by nurse area.
Control
Beliefs

Total
Sample
Mean SD
M-NSCCN-EOLC
Obstacles
2.5
0.5
Support
2.2
0.5
Hierarchy

3.1

1.0

Nurse Area
Inpatient
Outpatient
(N = 362)
(N = 67)
Mean SD Mean SD
2.5
2.1
3.1

0.4
2.4
0.5
2.1
EOLDQ
1.0
3.2

Non-Clinical
(N = 52)
Mean SD

F

p

0.4
0.5

2.5
2.3

0.5
0.4

1.1
1.7

0.343
0.178

0.8

3.1

0.9

0.2

0.832

Mean differences in control beliefs by degree were examined via ANOVA. There were
no differences in control beliefs by degree (see Table 32).
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Table 32: Mean differences in control beliefs by highest degree attained.
Total
Mean
M-NSCCN-EOLC
Obstacles
2.5
Support
2.2
EOLDQ
Hierarchy
3.1

SD

Highest degree
Entry
BS
(N = 101)
(N = 251)
Mean SD Mean SD

Grad
(N = 138)
Mean SD

F

p

0.5
0.5

2.5
2.1

0.4
0.4

2.5
2.6

0.4
0.4

2.4
2.2

0.5
0.5

4.1
0.1

0.016
0.870

1.0

3.2

1.0

3.2

0.9

3.0

1.0

2.8

0.064

Mean differences in control beliefs by demographics were examined via ANOVA. There
were no significant differences in control beliefs by gender, country of birth, marital status, or
employment status (see Table 33). Although not shown, there also were no differences based on
race or ethnicity.
Table 33: Mean differences in control beliefs by dichotomous demographic personal factors.
M-NSCCN-EOLC
Obstacle
Support
Mean SD
t
Mean SD
Gender
Male
Female
Birth Country
USA
Not USA
Marital Status
Married
Not married
Employment
≥ 36 hours
≤ 36 hours
*all p values > 0.01.

t

EOLDQ
Hierarchy
Mean SD
t*

2.6
2.4

0.4
0.5

1.2

2.2
2.1

0.5
0.5

0.7

3.0
3.2

1.0
1.0

-1.3

2.5
2.4

0.4
0.6

0.1

2.2
2.1

0.5
0.6

0.7

3.2
2.8

1.0
0.9

2.5

2.5
2.4

0.5
0.5

-1.3

2.2
2.1

0.5
0.5

0.3

3.2
3.1

1.0
0.9

-1.1

2.4
2.5

0.4
0.5

1.0

2.1
2.2

0.5
0.4

1.1

3.1
3.2

0.9
1.0

1.2

Religiosity
The relationship between control beliefs and religiosity was explored using Pearson’s
product moment correlation. Religiosity was significantly correlated to control beliefs. The more
daily religious experiences a participant had the more they perceived obstacles (r = 0.16, p =
0.001) and support (r = 0.20, p < .001). More religious experiences was also related to increased
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belief that there was a greater hierarchy regarding EOLC decisions (r = 0.12, p < 0.010). The
more religious practice a participant reported, there was an increased report of both obstacles (r =
0.16, p < 0.001) and support (r = 0.21 p < 0.001). A similar pattern of relationship was found for
the values and beliefs subscale (see Table 34).
Table 34: Relationship between control beliefs and religiosity.
Religiosity
Daily
Values and
Experience
Beliefs
r
r

Control Beliefs
M-NSCCN-EOLC
Obstacles
0.16***
Support
0.20***
EOLDQ
Hierarchy
0.12**
**p ≤ 0.01. ***p ≤ 0.001.

Private
Practice
r

0.16***
0.21***

0.14**
0.14**

0.06

0.09

Weekly
Activities
r
0.01
-0.00
0.02

Mean differences in control beliefs by the four-group faith loss/gain variable was
examined via ANOVA. Unlike both behavioral and normative beliefs, there were no significant
differences in control beliefs between the four faith gain/loss groups (see Table 35).
Table 35: Mean differences in control beliefs by four-group faith loss/gain.
Faith Loss and or Faith Gain
All
No Gain
No Gain
Both Gain
Subjects
but loss
or Loss
and Loss
(N = 454)
(N = 82)
N = 129)
(N = 141)
Control Beliefs Mean SD Mean SD Mean SD Mean SD
M-NSCCN-EOLC
Obstacles
2.5 0.5 2.4 0.4 2.4 0.4 2.5
0.5
Support
2.2 0.4 2.1 0.5 2.1 0.4 2.2
0.5
EOLDQ
Hierarchy
3.0 1.0 3.0 0.9 3.2 0.9 3.1
1.0
*all p values > 0.01.

Gain
no Loss
(N = 102)
Mean SD

F*

2.5
2.2

0.5
0.5

2.0
3.1

3.3

1.0

2.0

When using the two-group faith loss and gain variables, similar to behavioral beliefs,
faith gain predicted support (t = -3.0, p = 0.003). Individuals who experienced a faith gain
reported more support in providing EOLC (see Table 36). There were no significant differences
in any of the control belief variables examined by faith loss groups.
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Table 36: Mean differences in control beliefs by two-group faith loss and two-group faith gain.
Faith Loss
No
Yes
(N = 231)
(N = 224)
Mean SD Mean SD

Control Beliefs
M-NSCCN-EOLC
Obstacles
2.5
Support
2.2
EOLDQ
Hierarchy
3.2
**p ≤ 0.01.

t

Faith Gain
No
Yes
(N = 212)
(N = 245)
Mean SD Mean SD
t

0.4
0.4

2.5
2.2

0.5
0.5

0.1
0.1

2.4
2.1

0.4
0.4

2.5
2.2

0.5
0.5

-2.2
-3.0**

0.9

3.1

1.0

-1.7

3.1

0.9

3.2

1.0

-1.3

Experience With Death
The relationship between control beliefs and personal and professional experience was
explored using Pearson product moment correlations. Professional experience with death was
positively correlated with beliefs about perceived obstacles to providing EOLC (r = 0.19, p <
0.001). In other words, the more experience a nurse has with professional practice, the more
obstacles to providing EOLC were perceived. Personal experience with death was related to
increased perception of support (r = 0.12, p = 0.009). Nurses who have more personal death
experience reported more support in providing EOLC (see Table 37).
Table 37: Relationship between control beliefs and experience with death.
Control Beliefs

Personal
Experience
r

M-NSCCN-EOLC
Obstacles
0.06
Support
0.12**
EOLDQ
Hierarchy
0.05
**p ≤ 0.01. ***p ≤ 0.001.

Professional
Experience
r
0.19***
0.01
0.09

Aim 3 Summary
In general, similar to analyses exploring the relationships between demographic personal
factors and behavioral and normative beliefs, demographic personal factors were unrelated to
control beliefs. Similar to analyses examining normative beliefs, faith gain was related to control
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beliefs. Similar to analyses examining behavioral beliefs, faith loss was not related to control
beliefs. Both personal and professional experience with death were related to control beliefs. A
summary of all variables examined that were related to control beliefs is presented in Table 38.
Table 38: Personal factor variables related to control beliefs.
Personal Factors
Age
Years in the US
Education
Race
Ethnicity
Gender
Nurse Area
Employment status
Marital Status
Religiosity: Daily Experience
Religiosity: Values and Beliefs
Religiosity: Private Practice
Religiosity: Weekly Activities
Faith gain
Faith loss
Professional experience with death
Personal experience with death

Related to Control Beliefs
√
√

√
√
√
√
√

Aim 4: Identify the Relation of Behavioral Beliefs, Normative Beliefs,
and Control Beliefs to Behavioral Intentions
H4a–c: Nurse behavioral beliefs related to behavioral intention, normative beliefs related to
behavioral intention, and control beliefs related to behavioral intention.
Relationship between behavioral beliefs, normative beliefs, and control beliefs to
behavior intention were examined via Pearson correlation coefficients. When examining
behavioral beliefs, there was significant positive relationship between FATCOD EOLC attitudes
and nurses’ intention to perform EOLC (communicate; r = 0.39, p < 0.001; act: r = 0.30, p <
0.001). Additionally, there was significant positive relationship between FATCOD EOLC
perception and nurses’ intention to perform EOLC (communicate; r = 0.36, p < 0.001; act: r =
0.30, p < 0.001). The more positive nurses felt about patient EOLC choices and about nurses
performing EOLC, the more they reported intention to perform EOLC.
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Intention to communicate EOLC behaviors was negatively related to death avoidance (r =
- 0.25, p < 0.001) and fear of death (r = - 0.21, p < 0.001), but positively related to neutral
acceptance of death (r = 0.20, p < 0.001). Increased avoidance of death and fear of death
predicted less intention to communicate EOLC behaviors, while neutral acceptance of death
predicted increased intention to communicate EOLC behaviors. A similar pattern of relationships
was found for intention to actually perform behaviors.
Intention to communicate and perform EOLC behaviors was positively related to all
normative beliefs scales. The more nurses respected patient choices and the more participants felt
nurses should be involved in EOLC, the more they intended to communicate EOLC behaviors
(r’s range from 0.15–0.27, all p values ≤ 0.001) and the more they intended to actually perform
EOLC behaviors (r’s range from 0.15–0.22, all p values ≤ 0.001).
The control belief scales from the M-NSCCN-EOLC were significantly related to
behavior intention. Nurses with higher levels of perceived obstacles reported less intention to
communicate EOLC (r = 0.25, p < 0.001) and less intention to perform EOLC (r = 0.32, p <
0.001). Similarly, nurses who reported higher levels of support when providing EOLC were more
likely to communicate EOLC behaviors (r = 0.21, p < 0.001) and more likely to intend to perform
EOLC behaviors (r = 0.23, p < 0.001; see Table 39).

63

Table 39: Relationship between behavioral beliefs, normative beliefs, control beliefs and
behavioral intention.
Behavioral Intention
Communication
Action
r
r
Behavioral Beliefs
FATCOD
Attitude
Perception
DAPR
Death Avoid
Neutral Accept
Approach Accept
Escape Accept
Fear Death
Normative Beliefs
Respect
Involvement
Involvement Rev.
Control Beliefs
M-NSCCN-EOLC
Obstacles
Support
EOLDQ
Hierarchy
**p ≤ 0.01. **p ≤ 0.001.

0.39***
0.36***

0.30***
0.30***

-0.25***
0.20***
0.11
0.04
-0.21***

-0.18***
0.15***
0.08
0.05
-0.15***

0.15***
0.27***
0.25***

0.15***
0.22***
0.18***

0.25***
0.21***

0.32***
0.23***

0.09

0.11

Aim 4 Summary
Increased beliefs regarding nurse involvement, respect of patient choices, and a more
neutral approach to death were related to increased intention to communicate and perform EOLC
behaviors. Increased death avoidance and fear of death were related to decreased intention to
communicate and perform EOLC behaviors. Nurses who reported more obstacles and support
were both more likely to communicate and perform EOLC.
Aim 5: Identify the Relation of Behavioral Intentions Toward Behavioral Performance
H5a: Nurse behavioral intention related to behavioral performance.
Relationship between behavioral intention and performance was examined via Pearson
correlation coefficient. As hypothesized, as intention to perform increased, so did behavior
performance. The more intention a nurse had to communicate, the more often they communicated
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(r = 0.70, p < 0.001); the more often they intended to perform an EOLC behavior, the more often
they actually performed the EOLC behavior (r = 0.55, p < 0.001; see Table 40).
Table 40: Relationship between behavioral intention and behavioral performance.
Behavioral Performance
Communication
Action
Behavioral Intention
r
r
Communication
0.70**
0.46**
Action
0.48**
0.55**
**p ≤ 0.01. ***p ≤ 0.001.
Aim 6: Identify Predictors of Behavior Intention and Behavior Performance
Using a Multivariate Statistical Technique That Will Include all Personal
Factors, Behavioral Beliefs, Normative Beliefs, and Control Beliefs.
To examine the predictors of behavioral intention and performance, four hierarchical
multiple regression analyses were performed. Based on Aims 1–3, the following personal factors
were included in the analyses: Age, years in the US, gender, years of education, faith gain, faith
loss, and personal and professional experience with death. Because faith gain was such a strong
predictor of behavioral, normative, and control beliefs, it was chosen as the measure of
religiosity. Additional measures were not included to reduce the potential of multicollinearity. In
addition, since descriptive analyses as well as the analyses performed in Aim 3 have identified the
revised normative beliefs involvement scale as both reliable and valid, the revised scale was
included in the analyses, as well as the study-identified EOLDQ hierarchy scale.
In all regression analyses, an identical model was evaluated. Demographic personal
factors were simultaneously entered in the first step, followed by faith gain (yes/no). In the third
step, both personal and professional experience with death were simultaneously entered, followed
by entry of all behavioral, normative, and control beliefs. In the regression models predicting
behavioral performance, behavioral intention for both action and communication was entered into
the fourth step. The sample size for the multivariate analyses was 430 participants, and the
traditional level of significance was used (α<0.05).
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The first regression examined predictors of intention to communicate. In the first step, all
demographic personal factors explained only 1.5% of the variance, and the overall F was not
statistically significant (F = 1.6, p = 0.168). Adding faith gain and faith loss explained an
additional 2.2% of variance, and the overall model was statistically significant (F = 2.7, p =
0.014). Adding experience with death explained an additional 13.2% of the variance and was
statistically significant (F = 10.7, p < 0.001). In the final model, behavioral, normative, and
control beliefs explained an additional 16.0% variance and were statistically significant (F = 10.1,
p < 0.001). The overall model explained 57.0% of the variance of intention to communicate.
Individual predictors of intention to communicate were examined in the last step of the
regression model (see Table 41). Of the personal factors examined, only professional experience
with death predicted intention to communicate (β = 0.14, p < 0.001). Increased professional
experience with death was related to increased intention to communicate about EOLC. The
behavioral belief variables that were significant predictors of intention to communicate were the
FATCOD perception (β = 0.19, p = 0.033) and attitude scales (β = 0.25, p = 0.008). Positive
perceptions and attitudes surrounding EOLC were related to increased intention to communicate.
Increased neutral acceptance of death (β = 0.13, p = 0.031) and less fear of death (β = -0.11, p =
0.017) were also related to increased intention to communicate EOLC behaviors. Regarding
normative beliefs, increased belief that nurses should be involved in EOLC was related to
increased intention to communicate EOLC behaviors (β = 0.12, p = 0.021). The control beliefs
obstacles and support scales were both significant predictors of intention to communicate. Nurses
who reported more beliefs in obstacles and support were more likely to perform EOLC
(obstacles: β = 0.13, p = 0.041; support: β = 0.16, p = 0.011).
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Table 41: Predictors of intention to communicate.
Predictor Variable
Personal Factors
Age (years)
Years lived in country
Gender
Years of Education
Religiosity
Faith Gain (yes/no)
Faith Loss (yes/no)
Experience with Death
Personal
Professional
Behavioral Beliefs
FATCOD Attitude
FATCOD Perception
DAPR Death Avoid
DAPR Approach Accept
DAPR Escape Accept
DAPR Fear Death
DAPR Neutral Accept
Normative Beliefs
Respect
Involvement Rev.
Control Beliefs
Hierarchy
Obstacle
Support

β

p

Partial r2

0.05
-0.03
-0.03
0.01

0.524
0.659
0.475
0.736

0.00
0.00
0.00
0.00

0.07
0.04

0.161
0.409

0.00
0.00

0.01
0.26

0.769
<0.001

0.00
0.07

0.17
0.12
0.09
-0.03
-0.09
-0.13
0.14

0.008
0.033
0.184
0.672
0.188
0.017
0.031

0.02
0.01
0.00
0.00
0.00
0.01
0.01

0.02
0.11

0.687
0.021

0.00
0.01

0.02
0.10
0.12

0.626
0.041
0.011

0.00
0.01
0.02

The second regression examined the predictors of intention to act. In the first step,
demographic personal factors explained less than 0.2% of the variance, and the overall F was not
statistically significant (F = 0.2, p = 0.948). Adding faith gain and faith loss explained an
additional 1.2% of the variance, but the overall model remained not statistically significant (F =
1.0, p = 0.446). Adding into the regression model experience with death explained an additional
8.0% of the variance, and the overall model was statistically significant (F = 5.5, p < .001). In the
final model, the behavioral, normative, and control beliefs accounted for an additional 17.3% of
variance, and the overall model and was statistically significant (F = 7.5, p < .001). Overall, the
regression model explained 51% of the variance of intention to act.
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Examination of individual predictors of intention to act were examined in the last step of
the regression model (see Table 42). Of the personal demographic factors predicted intention to
act, only professional (β = 0.07, p < 0.001) experience with death was a significant predictor.
Increased professional experience with death was related to increased intention to perform EOLC
behaviors. The behavioral belief variables that were significant predictors of intention to act were
the FATCOD perception (β = 0.19, p = 0.005) and neutral acceptance of death (β = 0.09, p =
0.050). Positive perceptions surrounding providing EOLC and more neutral acceptance of death
predicted increased intention to perform EOLC behaviors. Although none of the normative
beliefs significantly predicted intention to act, increased report of obstacles significantly predicted
increased intention to perform EOLC behaviors (β = 0.19, p < 0.001).
Table 42: Predictors of intention to act.
Predictor Variable
Personal Factors
Age (years)
Years lived in country
Gender
Years of Education
Religiosity
Faith Gain (yes/no)
Faith Loss (yes/no)
Experience with Death
Personal
Professional
Behavioral Beliefs
FATCOD Perception
FATCOD Attitude
DAPR Death Avoid
DAPR Approach Accept
DAPR Escape Accept
DAPR Fear Death
DAPR Neutral Accept
Normative Beliefs
Respect
Involvement Rev.
Control Beliefs
Hierarchy
Obstacle
Support

β

p

Partial r2

-0.02
-0.09
0.02
-0.03

0.810
0.201
0.635
0.484

0.00
0.00
0.00
0.00

0.02
0.06

0.766
0.196

0.00
0.00

-0.02
0.19

0.682
<0.000

0.00
0.00

0.17
0.05
-0.05
0.01
-0.10
0.01
0.13

0.005
0.408
0.468
0.935
0.197
0.913
0.050

0.10
0.00
0.00
0.00
0.00
0.00
0.01

0.07
0.00

0.172
0.940

0.00
0.00

0.06
0.21
0.09

0.221
0.000
0.065

0.00
0.04
0.01
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The third regression examined predictors of communication performance. In this
regression, intention to communicate was added in the fifth step of the model. In the first step, all
personal factors explained less than 0.3% of the variance, and the overall F was not statistically
significant (F = 0.3, p = 0.891). Adding faith gain and faith loss explained an additional 2.0% of
variance, and the overall model was still not statistically significant (F = 1.7, p = 0.132). Adding
into the regression model experience with death explained an additional 18.2% of the variance
and was statistically significant (F = 13.4, p < .001). Adding behavioral, normative, and control
beliefs explained an additional 13.6% variance that was statistically significant (F = 10.5 p <
0.001). In the final model, actual communication performance was added to the regression model;
change in explained variance was 21.0% (F = 23.8, p < 0.001). The overall regression model,
with all predictors, explained 74% of the variance of communication performance.
Individual predictors of intention to communicate were examined in the last step of the
regression model (see Table 43). Of the personal factors, only professional experience with death
predicted communication performance (β = 0.12, p < 0.001). Increased professional experience
with death was related to increased actual communication performance of EOLC. Only
experiences with death were significant behavioral belief predictors of communication
performance. Increased DAP-R escape acceptance (β = 0.15, p = 0.025), decreased fear of death
(β = - 0.10, p = 0.034), and decreased neutral acceptance of death (β = -0.16, p = 0.014)
significantly predicted increased rates of commination behavior. The normative belief revised
involvement scale was related to communication performance (β = 0.13, p = 0.019); increased
belief that nurses should be involved in EOLC was related to increased EOLC communication.
None of the control belief scales were significantly related to communication behavior. Finally,
intention to communicate was a strong predictor of communication performance (β = 0.73, p <
0.001). As a nurse’s intention to communicate increased so did their actual performance.
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Table 43: Predictors of actual communication performance.
Predictor Variable
Personal Factors
Age (years)
Years lived in country
Gender
Years of Education
Religiosity
Faith Gain (yes/no)
Faith Loss (yes/no)
Experience with Death
Personal
Professional
Behavioral Beliefs
FATCOD Perception
FATCOD Attitude
DAPR Death Avoid
DAPR Approach Accept
DAPR Escape Accept
DAPR Fear Death
DAPR Neutral Accept
Normative Beliefs
Respect
Involvement Rev.
Control Beliefs
Hierarchy
Obstacle
Support
Intention to Communicate

β

p

Partial r2

-0.10
0.03
-0.01
0.01

0.091
0.574
0.791
0.677

0.01
0.00
0.00
0.00

0.04
0.01

0.354
0.835

0.00
0.00

0.02
0.15

0.573
0.000

0.00
0.03

0.02
0.04
-0.04
0.07
0.13
-0.09
-0.13

0.671
0.479
0.494
0.228
0.025
0.034
0.014

0.00
0.00
0.00
0.00
0.01
0.01
0.01

0.03
0.09

0.427
0.019

0.00
0.01

0.03
0.05
0.04
0.57

0.445
0.216
0.296
0.000

0.00
0.00
0.00
0.32

The final regression model examined predictors of EOLC behavioral performance. In the
first step, all personal demographic factors explained only 2% of the variance, and the overall F
was not statistically significant (F = 2.2, p = 0.071). Adding faith gain and faith loss explained an
additional 0.6% of variance, and the overall model was still not statistically significant (F = 1.9, p
= 0.085). Adding into the regression model experience with death explained an additional 7.9%
of the variance and was statistically significant (F = 6.1, p < 0.001). Adding behavioral,
normative, and control beliefs explained an additional 8.6% variance was statistically significant
(F = 4.8, p < 0.001). Intention to perform EOLC behaviors, added in the fifth and final step,
accounted for an additional 15.3% of variance; the overall model was statistically significant (F =
10.1, p < 0.001). The overall regression model explained 59% of the behavior performance.
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Individual predictors of behavioral performance were examined in the last step of the
regression model (see Table 44). Only two variables predicted behavioral performance over and
above intention to perform EOLC behaviors. Older nurses were less likely to perform EOLC
behaviors (β = -0.18, p = 0.010), while nurses with more professional experience with death were
more likely to perform EOLC behaviors (β = 0.07, p = 0.005). Intention to perform EOLC
behaviors was a strong predictor of EOLC behavioral performance (β = 0.63, p < 0.001).
Participants who reported more intention to perform EOLC behaviors also reported higher rates
of EOLC behavioral performance.
Table 44: Predictors of actual behavior performance.
Predictor Variable
Personal Factors
Age (years)
Years lived in US
Gender
Years of Education
Religiosity
Faith Gain (yes/no)
Faith Loss (yes/no)
Experience
Personal
Professional
Behavior Beliefs
FATCOD Perception
FATCOD Attitude
DAPR Death Avoid
DAPR Approach Accept
DAPR Escape Accept
DAPR Fear Death
DAPR Neutral Accept
Normative Beliefs
Respect
Involvement Rev.
Control Beliefs
Hierarchy
Obstacle
Support
Intention to act

p

Partial r2

-0.18
0.01
-0.03
0.04

0.010
0.846
0.493
0.379

0.02
0.00
0.00
0.00

-0.02
0.02

0.687
0.668

0.00
0.00

0.02
0.13

0.641
0.005

0.00
0.02

0.10
0.00
0.06
0.03
0.04
-0.05
-0.08

0.073
0.949
0.335
0.680
0.538
0.376
0.224

0.01
0.00
0.00
0.00
0.00
0.00
0.00

0.01
0.02

0.863
0.662

0.00
0.00

-0.01
-0.01
0.10
0.46

0.914
0.887
0.097
0.000

0.00
0.00
0.01
0.19

β
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Aim 6 Summary
Overall, the relationships among predictors of behavioral intention and behavioral
performance indicated the importance of professional experience in death to predict both behavior
intention and behavior performance. The majority of the other personal factors did not have an
influence on either behavior intention or behavior performance. Behavioral, normative, and
control beliefs were significant predictors of intention to communicate, but only behavioral
beliefs and control beliefs significantly predicted intention to act. Actual communication
performance was predicted by both behavioral beliefs and normative beliefs, but not control
beliefs when all were entered into the regression models. Interestingly, only age, professional
experience with death, and intention to perform EOLC care were significant predictors of actual
behavior performance. Variables that were significant in any regression model are presented in
Table 45.
Table 45: Summary of regression models.
Predictor Variable
Personal Factors
Age (years)
Experience
Professional
Behavior Beliefs
FATCOD Perception
FATCOD Attitude
DAPR Death Avoid
DAPR Approach Accept
DAPR Escape Accept
DAPR Fear Death
DAPR Neutral Accept
Normative Beliefs
Respect
Involvement Rev.
Control Beliefs
Hierarchy
Obstacle
Support
Intention to communicate
Intention to act

Intention
Communication
Action

Performance
Communication
Action
X

X

X

X
X

X

X
X

X

X

X

X

X
X
X

X

X
X
NA
NA

X
NA
NA
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X
NA

NA
X

CHAPTER 5
DISCUSSION
Overview
In this chapter, a discussion of results will be presented. Interpretation of the results
examining the relationship of how personal factors and EOLC experience influence nurse beliefs
and performance when providing EOLC will be emphasized. How the TPB (Ajzen, 1991, 2005)
informed the results will be discussed. Research strengths and limitations, implications for
nursing, recommendations for future research, and conclusion will follow. This study contributes
to knowledge of how nurses’ beliefs and attitudes influence their actions while providing EOLC.
Finally, this chapter discusses how the study results fit within the current state of the science and
how they might impact future research.
The study sample consisted of members of the ONS and the AACN who completed an
online questionnaire. This study included personal factors and constructs that influenced
providing EOLC, nurse attitudes toward providing EOLC (behavioral beliefs), the influence of
subjective norms (normative beliefs including the motivation to comply), nurses’ perceived
behavioral control, behavioral intention to perform, and behavioral performance. Behavioral,
normative, and control beliefs were hypothesized in this study to directly influence intention to
provide care for patients at end of life. In summary, in addition to the predictors of intention
developed by Ajzen (1988), this study included variables identified in the literature as potentially
related to nurses’ intention to provide EOLC such as age, birth country, number of years lived in
birth country, race, ethnicity, gender, education, work experience, marital status, personal and
professional experience with death, and religiosity.
Independent variables analyzed in this study included religiosity, personal and
professional experience with death, and behavioral beliefs, which include EOLC beliefs, beliefs
about death, normative beliefs, and control beliefs. Dependent variables included behavioral
intention and behavioral performance.
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The current study sample (N = 621) is not typical of other samples, which tend to be
smaller and representative of hospital systems rather than professional nursing organizations.
Having a more diverse sample may provide a greater variation among scores (Brooks, Manias, &
Nicholson, 2017). The small proportion of males in the current study (6.9%) is comparable with
the national percent (9.1%) of employed male nurses according to U.S. Census Bureau (2013).
Although the sample is representative of the AACN and ONS professional membership, the
sample is not culturally diverse. The sample is largely non-Hispanic, white, female nurses who
were employed full time within inpatient units and had a bachelor of science degree.
In summary, the current sample is larger than manyof the samples that have been
previously published but is a non-culturally diverse sample. Thus, this needs to be considered as
the results are interpreted.
Personal Demographic Factors
Overall, personal demographic factors examined in this study were unrelated to EOLC
attitudes and beliefs (see Table 46). The only personal factor consistently related to beliefs was
age. In general, years in the US, education, race, gender, and ethnicity did not predict behavioral,
normative, or control beliefs. This is not what would have been predicted by TPB. According to
Ajzen (2002), additional predictors such as age and educational preparation may influence
individual variation in the behavioral, normative, and control beliefs.
Table 46. Personal demographic factors related to beliefs.
Personal Factors
Age
Years in the US
Education
Race
Ethnicity
Gender
Nurse Area
Employment status
Marital Status

Behavioral Beliefs
√

Normative Beliefs
√
√

√
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Control Beliefs
√
√

It is an unexpected finding that race and ethnicity were not related to beliefs. Prior
literature (e.g., Liu, Norman, & While, 2013) has suggested that potential gender and racial
differences in healthcare provider practice could be related to beliefs and values that are
associated with identity. Previous studies have shown that people's attitude toward death is
influenced by their cultures and religions, usually tied to race and gender (Assari & Moghani,
2016). In a study conducted by Assari (2014), race and gender were different moderating factors
linked to death anxiety which may have resulted from the historical adversity Blacks have faced,
leading to greater resilience. The lack of a relationship between race and ethnicity and beliefs is
likely due to the lack of variance in the current study sample in both race and ethnicity.
Although the current study did not find a relationship between several personal
demographic factors and EOLC behavior, several analyses to explore these relationships were
outside of the scope of this dissertation and will be examined in future analyses. For example,
work area was not related to behavioral, normative, and control beliefs and thus was not included
in analyses predicting EOLC communication or performance. There is literature, however,
suggesting that work experience and education have positive effects on communication,
contributing to improved patient outcomes (Wiegand, Grant, Cheon, & Gergis, 2013). Other
research has identified significant findings in patient outcomes related to morbidity and mortality
based on type of nursing degree. According to Haskins and Pierson (2016), increasing the number
of baccalaureate-prepared nurses or higher in hospital settings reduced the odds of 30-day
mortality and failure-to-rescue. Thus, additional analyses will further explore these relationships.
This study did not support prior findings that increased education is related to differences
in EOLC beliefs or behavior performance. Past research has suggested that baccalaureate
education does positively impact patient outcomes, and several nationally recognized professional
organizations have suggested that the number of baccalaureate-prepared nurses in the workforce
should be increased because of the relationship between education and patient outcomes. (Aiken
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et al., 2003; Haskins, & Pierson, (2016). This unexpected finding could be due to the high level of
education in the current study sample.
In this study, older nurses had a greater fear of death, which could impact the quality of
EOLC. Also in this study, nurses with more professional experience with death had higher rates
of intention to perform and actual behavior performance. However, both in this study and prior
research, older nurses have more professional experience with death (Peters et al., 2013. Past
research has suggested that level of education has positive effects on communication,
contributing to improved patient outcomes (Wiegand et al., 2013). However, as previously
mentioned, the current research did not support the impact of education on EOLC intention and
action. Although it’s important that nurses have baccalaureate education (Aiken et al., 2003;
Haskins & Pierson, 2016), additional "on the job" education should be provided because this
study shows that experience does matter
Religiosity
Although personal demographic factors examined in this study were unrelated to EOLC
attitudes and beliefs, religiosity was related to EOLC beliefs (see Table 47).
Table 47: Religiosity related to beliefs.
Personal Factors
Religiosity: Daily Experience
Religiosity: Values and Beliefs
Religiosity: Private Practice
Religiosity: Weekly Activities
Faith gain
Faith loss

Behavioral Beliefs
√
√
√
√
√
√

Normative Beliefs
√
√
√
√
√
√

Control
Beliefs
√
√
√
√

Although prior research has reported that a nurse’s religious beliefs can enhance the
clinical experience without the nurse trying to impose their beliefs on the patient, this study
suggests this might not be true. Although religiosity significantly impacted beliefs, it did not
directly impact behavioral intention or actual performance over and above the impact on beliefs.
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However, this study did not evaluate indirect effects, something that will be done in the future.
This study is consistent with other recent published research that shows nurses who feared death
or avoided thoughts of death had poorer communication regarding EOLC (Martins, Romeiro, &
Caldeira, 2017; Minton, Isaacson, Varilek, Stadick, & O'Connell-Persaud, 2018). The results of
this study suggest that religiosity does impact behavioral beliefs, which in turn impact the quality
of care provided to dying patients.
Prior research examining the personal and social influences on the quality of EOLC
suggests that understanding the specific nurse characteristics that influence EOLC behavior is far
more complex than previously thought. As a result, there are inconsistencies in the prior literature
exploring the relationships between personal factors and between personal factors and EOLC
behavior. For example, according to Gordon et al. (2018), there is no relationship between age
and religiosity. However, Bjarnason (2009) found that older individuals have a greater sense of
religiosity in their lives possibly because it brings a sense of belonging to a community
(Bjarnason, 2009). Others have found that nurses’ beliefs about death and their attitude toward
EOL are influenced by private religious practice and weekly religious activities (Martins et al.,
2017; Minton et al., 2018). The current study suggests that evidence exists that both age and
religiosity impact EOLC beliefs and behavior.
Overall, prior research has indicated that religiosity has an essential role in the treatment
of critically ill patients and families (Martins et al., 2017). A nurse’s religious beliefs can enhance
the clinical experience without the nurse trying to impose his or her beliefs on the patient, as the
nurse works to make sure the patient’s religious beliefs are upheld. Studies supported the need to
measure religiosity and spirituality among patients and healthcare providers (Martins et al., 2017;
Minton et al., 2018). One of the studies identified that the factors making this area difficult to
study is that individuals define or experience spirituality and religiosity differently, in ways that
are not easily measurable. A recent Pew Research Center study found that 27% of Americans
describe themselves as spiritual but not religious; yet many articles including the ones in this
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review use the terms interchangeably (Roman & Sprung, 2014. The current research suggests that
the impact of religiosity on behavior intention and behavior performance is not a direct one.
Surprisingly, nurses in this sample who perceived death as a passage to a better afterlife
had less positive attitudes toward caring for dying patients. Other studies have reported that
beliefs about death and attitudes toward EOL are influenced by private religious practice and
weekly religious activities (Martins et al., 2017; Minton et al., 2018) Similarly, this present study
showed that the more participants practiced in private and weekly religious activities, the less
they avoided death, the less they feared death, and the more they believed death was an escape
from suffering. Older individuals in this study have a greater sense of religiosity in their lives
possibly because it brings a sense of belonging to a community. Religiosity directly impacted
EOLC beliefs but not performance. Future analyses on this cohort should include the ability to
look at the indirect effect of religiosity on intention to perform EOLC and EOLC behavior
performance.
Experience With Death
Similar to religiosity, professional experience with death in the current sample had a
significant impact on EOLC beliefs (see Table 48). However, personal experience with death was
not related to EOLC beliefs. It is important to consider that there was more professional
experience with death in this sample than personal. This finding has also been revealed in prior
reports (Pavlish et al., 2011).
Table 48: Experience with death related to beliefs.
Personal Factors
Professional experience with death
Personal experience with death

Behavioral Beliefs
√

Normative Beliefs
√

Control Beliefs
√

The current data supports prior reports that have shown that greater exposure and
experience in working with dying patients correlated to more positive attitudes in caring for dying
patients (Lange et al., 2008). Interestingly, in this study, personal experience with death was
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unrelated to beliefs surrounding EOLC. Providing EOLC that is appropriate, compassionate, and
in accordance with the patient's wishes is an essential component of the nurse's role, but nurses
could be more effective in working with patients (McCourt et al., 2013). Most people, including
healthcare professionals, have failed to recognize the full significance of the impact of death on
life. It is often too painful to face personal mortality directly without developing some form of a
defense mechanism against the painful realization of the finalization of death (McAndrew &
Leske, 2015). Death awareness affects lives in ways people may not be consciously aware of; in
fact, many people would tend to deny their fear. Nevertheless, the fear of death influences
fundamental aspects of lives and can serve as a motivator of performance. In one study,
researchers had people either think about death in the abstract or in a specific, personal way and
found that people who thought specifically about their own death were more likely to demonstrate
concern for society by donating blood (Blackie & Cozzolino, 2018). Studies have shown that
people who thought about death in the abstract were motivated by the story about a blood
shortage (Hebert et al., 2011).
In the current study, older nurses had more professional experience with death; this may
be attributable because they have been working longer and have had greater exposure toward
providing EOLC (Peters et al., 2013). Recent studies have shown that healthcare providers’
professional experience of dying and death is primarily dependent on their clinical work
environment (Budden et al., 2013). Additionally, the professional experience findings in this
study correlated with other published findings, which showed an inverse association between
nurses’ attitude toward death and their attitude toward caring for dying patients (Hasheesh et al.,
2013; Isaacson & Minton, 2018; Kohlen, McCarthy, Szylit, Gallagher, & Andrews, 2015). In
other research, the more professional experience related to death a nurse was exposed to, the less
the nurse avoided death and they less he or she feared death (Braun et al., 2010; Lange et al.,
2008). In this study, older nurses had a greater fear of death for themselves and others, and this
could potentially impact the quality of EOLC they provide to patients. Younger and less
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experienced nurses should receive more attention as a vulnerable group with lower spirituality
and greater burnout from providing EOLC (Kim & Yeom, 2018).
Beliefs Toward EOLC
Attitudes Toward EOLC and Death
Nurses overall have a high fear of death for themselves and others, and this could
potentially impact the quality of EOLC provided to patients (Neimeyer, 2015). Nurses also
avoided thoughts about death and actually feared death for themselves and others (Liu et al.,
2013; Mark et al., 2015; Wiegand et al., 2013). Interestingly, in this study, nurses had a greater
fear of death; however, they were more positive about providing EOLC to their patients. Research
has identified the need to provide nurses with education specific to EOLC; however, the research
is minimal about the influence of their beliefs and attitudes toward death and how that may
impact the EOLC they provide.
Studies have shown that nurses perceiving death as an escape from a painful existence
often fear death less (Ranse et al., 2012; Rozalski, Holland, & Neimeyer, 2017; Wiegand et al.,
2013). This present study is consistent with published literature that shows as nurses experience
death in their own life, they also experience more death avoidance (Peters et al., 2013).
As nurses are exposed to death, this experience can give rise to anxiety and undesired
attitudes that reflect on the quality of patient care (Levine et al., 2017). Viewing death as an
escape from a painful-existence perspective correlates with a more positive attitude toward caring
for dying patients and their families, and this leads to improved patient outcomes and satisfaction
for the patient (Lange et al., 2008). The care of dying patients is a challenge for nurses and has
raised much interest in recent years to further understand (Gagnon & Duggleby, 2014;
McAndrew & Leske, 2015; Peters et al., 2013). Surprisingly, nurses in this sample who perceived
death as a passage to a better afterlife had less positive attitudes toward caring for dying patients.
This unexpected finding is not consistent with previous studies (e.g., Brant, Mohr, Coombs, Finn,
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& Wilmarth, 2017) where positive associations between the two attitudes have been reported.
Death remains one of the most traumatic events experienced by the patient and their family and,
in some instances, by the nurses themselves. This study has drawn attention to the nurses'
experiences, and in doing so, the educational needs have been identified.
Perception of Social Normative Pressure
Increased involvement of nurses with patients’ EOLC choices may help patients and
families understand the prognosis and better cope with death (Adams et al., 2014). Findings from
this study were inconsistent with other studies about nurses feeling neutral about their
involvement with EOLC. This was surprising, considering that this was not comparable to other
articles that showed nurses strongly agreeing they should be involved with patients’ EOLC
choices (Adams et al., 2014; Brant et al., 2017). Studies show that nurses strongly agree they
should be involved in the whole process of EOLC decision-making, particularly in discussions
about EOLC choices; yet, in practice they may feel disappointed as physicians often will make
decisions without consulting them (Brooks et al., 2017).
Evidence exists showing that although 75 % of nurses would respect the competent
patient’s desire to refuse treatment, 53% of nurses would act against a patient’s EOLC choices if
they believed that the patient would benefit (Kohlen et al., 2015). The lack of preparedness
among nurses in supporting patients’ EOLC decisions highlights the significant need for
education to maximize their role in facilitating a shared decision-making approach. Effective
communication and decision-making practices regarding EOLC are important (Jeon, McKenzie,
Krein, Flaherty, & Gillespie, 2017).
Perceived Constraints of EOLC Performance
The results of this study suggest that there is an urgent need to overcome barriers related
to the patient and family members that hinder the quality of care provided for dying patients
(Beckstrand et al., 2006). Nurses find that working with patients during one of the most sensitive
times, end of life, find patient experiences with death unpleasant (Hussin, Wong, Chong, &
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Subramanian, 2018). A better understanding of obstacles that restrict nurses from providing
EOLC could help lessen the burden of care. These study findings are consistent with other studies
that understanding the supportive behaviors could lead to interventions that maintain supportive
behaviors and increase the support nurses need while providing EOLC (Inghelbrecht, et al.,
2009). Studies show that deficiencies in EOLC continue to exist and either may be getting worse
or may be more obvious because nurses are more cognizant of deficiencies in care (Hovde,
Granheim, Christophersen, & Dihle, 2012; Jeon et al., 2017). Another study shows a possibility
that the highly experienced nurses perceived these obstacles as being more intense because they
usually care for the sicker patients who are more often at EOLC (Hovde et al., 2012). These
results correlate with the TPB in that, without obstacles, nurses reported having greater control
over their own behavior to manage patient-centered care. Comparative to other studies,
supportive behaviors that occurred most often were behaviors that nurses control.
Additionally, the hierarchal role within the healthcare team impacts nurses being
involved with patients EOLC choices (Inghelbrecht et al., 2009). Although nurses dominate the
workforce, physicians have historically been the primary decision makers for patient-related care
(Kohlen., et al., 2015). Nurses have a significant role in bridging the point of care between the
patient and the physician and an inter-professional approach including shared decision-making
should be prevalent in practice, especially at a sensitive time such as EOLC (Hussin et al., 2018).
The hierarchal subordinate position of the nurse is considered an obstacle to communication
about proposed end-of-life decisions (Flannery et al., 2016). These present study findings were
not consistent with recent research. One study found no relevant work or personal factors related
to hierarchy playing into roles and decision-making (Tang, Chan, Zhou, & Liaw, 2013). This
result may be due to a nurse’s experience with physicians that may have shaped their personal
feelings about hierarchal positions. Without hierarchy, nurse, patient, and family simultaneously
partner in creating the closing composition of EOLC (Isaacson & Minton, 2018).
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Influence of Beliefs and Intentions Toward EOLC Performance
As the results indicated, there was a strong relationship between increased intention and
reported behavior performance. This study is consistent with findings that professional experience
with death is a strong and consistent predictor of both behavioral intention and past behavior.
Other studies have shown that normative and control beliefs impacted EOLC performance; in this
study, normative beliefs and control beliefs impacted intention, but when intention was added
into the performance regressions, beliefs did not have a direct impact on performance (Sharifirad,
et al., 2015). There may be an indirect effect of beliefs on behavior. Professional experience with
death has a direct effect on performance even when the impact it has on intention is taken into
consideration. Better understanding of how nurses intend to perform EOLC as well as their past
behavior performance could improve the overall quality of communication and help more patients
and families make decisions that are consistent with their values and goals for EOLC. The
findings are consistent with other studies and suggest that professional experiences with death
have an impact on the care they provide. It is possible that the experience provides nurses with
more comfort that others will approve of their EOLC they provide to patients.
Results of this study are consistent with other current studies and showed that nurses with
intention to communicate and perform EOLC for their patient believe that people around them
would approve of their actions and perceive that they have a high degree of control over the
comfort to provide EOLC. This study used comfort as a measure of intention for the assumption
that, as one is more comfortable, they are more likely to actually perform EOLC. Nurses who
were more comfortable about their own death believed it was easier to perform EOLC for their
patients. Similarly, nurses who had greater intention to communicate were also more likely to
actually perform EOLC (Sharifirad et al., 2015). The psychosocial needs of dying patients could
be optimized by providing patient-centered care through effective communication (Chan, Wong,
Cheung, & Lam, 2018). Alternatively, this study is consistent with other recent published studies
that show nurses who feared death often avoided thoughts of death and this resulted in poor
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communication regarding EOLC (Nia, Lehto, Ebadi, & Peyrovi, 2016). One of the best ways to
gain the patients’ satisfaction, as major clients of healthcare systems, is through establishing
effective and appropriate communication (Norouzinia, Aghabarari, Shiri, Karimi, & Samami,
2016). As nurses perceived more obstacles, they were less likely to communicate EOLC and had
less intention to perform EOLC. As nurses reported more support while providing EOLC they
were more likely to communicate EOLC and more likely to intend to perform EOLC. A final
important point about the relationship between behavior intention and behavior performance is
related to the measurement tools used. The very strong relationship between intention and
performance could be artificially high in this study due to use of similar item content. Only the
anchors and instructions were changed for the two individual constructs. If this study were to be
replicated, using a different tool for intention and past behavior performance would be
appropriate.
Relationship Among Intentions and EOLC Performance
As nurses’ intention to communicate increases, so does the probability that they will
perform the behavior. However, their actual communication is also dependent upon factors that
may be out of their control. According to Ajzen (2002), the more favorable the attitude about
performing the behavior, the greater the individual’s perception of positive opinions of others; the
better the perceived control over the behavior, the stronger the intention to perform the behavior.
Among the many healthcare providers and specialists, there are different opinions, values, and
attitudes toward treatment goals that influence decision making (Hebert et al., 2011). Nurses with
more professional experience with death were more likely than older nurses to perform EOLC.
Among the many healthcare providers, there are different opinions, beliefs, and attitudes toward
treatment goals that influence providing EOLC. Ensuring all members of the healthcare team are
working together toward providing optimal EOLC is essential. It is important to continue to focus
on improving EOLC across multiple work areas, but this focus of quality improvement will not
be successful if the beliefs and attitudes of the nurse providing EOLC are not addressed
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In this study, there was a strong relationship between intention to communicate and
perform EOLC behavior. The only other strong and consistent predictor of both behavioral
intention and past behavior performance was professional experience with death, as shown in the
overall regression table. The findings are consistent with other studies and suggest that
professional experiences of death are based on the extent to which nurses were able to exert
control over the dying process to communicate and actually perform EOLC. Behavioral,
normative, and control beliefs were predictive of intention to communication and act, but they
were only predictive of prior actual communication, once intention to communicate was added to
the regression models. There is evidence that nurses' early experiences with patient death appear
to have a lasting impact on their professional lives and may impact EOLC they provide. It is
important to further evaluate the current data to identify if there is an indirect effect of beliefs on
behavior performance in future analyses.
The Fit of the Theory of Planned Behavior
The TPB was an ideal fit for this study and provided excellent guidance as a theoretical
framework. More recently, authors have suggested that the addition of variables to the TPB can
significantly increase its capacity to predict intention (Albers et al., 2014). Godin et al. (2008)
have shown that by controlling the attitude, subjective norm, and perceived behavioral control,
moral norm improves the prediction of intention to adopt a given behavior.
The TPB was chosen as the conceptual framework for this study because it seemed more
appropriate for situations where individuals do not perceive themselves as having complete
control over their behavior, as might occur in nurses’ intentions and performance in providing
EOLC for patients.The TPB has been widely applied to health-related fields such as physical
activity, safety action, mental health, and exercise (Kam et al., 2012). In studies about health
professionals’ behaviors, the TPB has successfully predicted healthcare workers’ glove use
(Levin, 1999), nurses’ adherence to hand hygiene recommendations (O’Boyle, Henly, & Larson,
2001), and nurses’ intention to assess patients’ pain (Godin, Bélanger-Gravel, Eccles, &
85

Grimshaw, 2008), or to administer opioids for pain relief (Edwards et al., 2001). Pawlak,
Malinauskas, and Rivera (2009) also used the TPB to assess the factors important to college
baseball players regarding intention to eat a healthy diet. Wakefield et al. (2010) applied the TPB
to develop an understanding of the factors that influence patient safety-related behaviors by
nurses and doctors in an Australian medical center. Another study has used this model to explore
the determinants of precautionary behavior to avoid food containing dairy products among
Taiwanese college students (Lu et al., 2010). Finally, another group of researchers adopted the
TPB to examine normative beliefs and demographic influences on mothers’ complementary
feeding intentions and behavior (Mueffelmann, Racine, Warren-Findlow, & Coffman, 2015).
The TPB has been applied in studies that have extended beyond health-related fields,
which demonstrates the range of its applicability to link beliefs to behavior. Leandro (2012)
applied this model to determine the model of speed selection in a sample of young drivers in
Costa Rica. The TPB has beem applied to the prediction of business start-up intentions
(Kautonen, van Gelderen, & Fink, 2015), consumers perceived moral obligation to predict
consumers’ intention to visit green hotels (Chen & Tung, 2014), and predict the customers’
intention to adopt hybrid electric vehicles (Wang, Fan, Zhao, Yang, & Fu, 2016).
Implications for Nursing
In general, providing current evidence-based practice findings and up-to-date continuing
education, exploring the impact on care as a result of nurses’ attitudes and beliefs that this study
suggests has an impact on nurse intention to perform EOLC, which has the potential to improve
patient care. Training and support programs for nurses who are providing EOLC to patients
should take into consideration nurses’ attitudes and beliefs and the influence of religiosity toward
providing EOLC (Minton et al., 2018). Educational programs are available for nurses to learn
about providing EOLC. An example is the End-of-Life Nursing Education Consortium (ELNEC).
The ELNEC has made efforts to provide education to nurses about EOLC and allows for selfreflection and reflexivity; however, the curriculum focuses on palliative care and does not include
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how attitudes and beliefs may influence the intention to perform EOLC. Therefore, this study also
provides new insight to the existing scholarly knowledge with additional data showing that
nurse’s intentions do affect their actions to perform.
Nurses’ intention to perform EOLC can be predicted by behavioral beliefs, normative
beliefs, and control beliefs. The literature has identified a dire need to prepare undergraduate and
graduate students to assess and support a patient’s spiritual needs (Ferguson & Cosby, 2017).
Addressing the influence of religiosity as a clinical and educational priority will promote a
patient-centered approach and can further shape nursing curricula, policies, guidelines, and
assessment tools (Minton et al., 2017). This study shows that nurses’ religiosity can influence the
EOLC provided to their patients. Discussions similar to this may help open communication about
these often unspoken challenges and might help nurses feel more comfortable about their
intentions to perform EOLC. Given nursing's advocacy role and the intimate and personal nature
of the dimensions of religiosity and the end of life, exploring the multidimensional interplay of
religiosity and EOLC is a significant aspect of the nurse-patient relationship and must be better
understood. In addition, awareness of personal attitudes toward death might help nurses
understand their own behavior when caring for and facing the deaths of their patients. Overall, the
final model explains greatest significance in nurses’ intention to provide EOLC. Adding the
actual action performance variable validated the likelihood a nurse would perform EOLC.
Results of the current study suggest that control beliefs impact intention to perform
EOLC behavior. Other studies have found that obstacles prevent quality EOLC across multiple
care environments in which nurses are providing care to dying patients (Blaževičienė, Newland,
Čivinskienė, & Beckstrand, 2017; Hussin et al., 2018). Simulation-based learning experience are
being used to teach palliative and end-of-life communication skills to nursing students. Lack of
standardization, poor evaluation methods, and limited exposure to nursing students makes it
difficult to identify and disseminate validated best practices (Carmack & Klemery, 2017; Lin,
Supiano, Madden, & McLeskey, 2018). Studies have shown that participation in an EOLC
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simulation resulted in more positive student attitudes toward caring for dying patients (Dame &
Hoebeke, 2016; Smith et al., 2018). Other studies recommend placing ELNEC within didactic
instruction by well-prepared faculty, creating simulation debriefing groups composed of both
students with and without loss, and faculty attention to the loss experiences of students (Carmack
& Klemery, 2017). Nursing students with personal loss were more aware of the challenges of
EOLC before taking ELNEC and incorporated the content into a greater sense of preparedness
(Lin et al., 2018).
This study could further address how to support nurses in providing safe and quality
EOLC. Among the study participants, there was a strong correlation between intention and actual
EOLC performance; however, this study did not explore other significant barriers identified in the
literature that may result in a lack of EOLC performance. Barriers included poor nurse-to-patient
staffing ratios to meet patient EOLC needs and misunderstood medical and legal aspects of
EOLC management (Blaževičienė et al., 2017). While nurses had intention to provide EOLC,
performance of EOLC could easily become fragmented due to these identified barriers (Dixon &
Knapp, 2018).
Strengths and Limitations
Cross-sectional, correlational study designs in quantitative research have various
strengths. One of the strengths of this study was the adequate power to meet the statistical
assumptions. Another strength was that the sample was from nationally accredited professional
nursing organizations, AACN and ONS. The use of an online process allowed access to a large
sample over a short period of time; it allowed participants to remain anonymous and complete the
questions at a time that was convenient for them. Although there were charges associated with the
survey hosts, use of the internet allowed collection of data to occur in an efficient and organized
manner.
There are limitations to this study. One planned limitation is that actual behavior control
was not measured. This construct explored how much a nurse felt that they were controlled and
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how that influenced their behavior. This was not included due to difficulty of measurement across
many types of environments and the risk of subject fatigue. It would be important to include this
construct in future research. A second limitation was that this online survey was conducted using
two professional nursing organizations, AACN and ONS. The use of this convenience sample
meant it included individuals who self-selected to participate. Thus, this limitation needs to be
considered when interpreting the results.
Another important limitation of this study is the lack of a culturally diverse sample. A
recruitment procedure that obtained a more diverse sample would be important in future studies.
Developing culturally appropriate EOLC for patients and families is a challenge among
healthcare organizations as they strive to meet the noticeable trend of a rising elderly population
(Romain & Sprung, 2014). This study accepted the population as a reasonable limitation, and
therefore the results were interpreted with this knowledge. Additionally, while survey research is
one of many methods to collect data, it may not be the most accurate method to explore how
nurse beliefs and attitudes influence EOLC. This self-selection could influence generalizability.
Although an acceptable response rate was achieved, nurses who refused to participate in this
survey may differ from those who did, which may bias our results. A final limitation is the
general lack of variability in collected measures and scores as previously discussed. Although this
study had a large amount of power due to the large sample size, the low level of variability in
many of the scale measures could result in a Type II error, which is failing to reject a false null
hypothesis (also known as a "false negative" finding). It is important to note that the scales used
in the current study have been widely used in EOLC research.
Future Research
Additional studies exploring the impact of nurses’ beliefs and attitudes on EOLC
performance are recommended. Future researchers should consider altering recruitment methods
to include more non-female participants and more non-White and Hispanic participants to
increase generalizability of the results. A more heterogeneous sample might lead to different
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results. In addition to a more heterogeneous sample, future studies should include other potential
personal factors such as moral obligation. Along with the addition of other personal factors, interprofessional healthcare team members should be included to account for the various perspectives,
including beliefs and attitudes, about EOLC. A collaborative approach to communicating EOLC
among the team may result in greater quality of EOLC and align with the patients’ EOLC
choices.
More advanced data analysis may provide greater insight into the study results. This
would allow for the examination of both direct and indirect effects. Given the important
relationship between religiosity, specifically faith gain, and beliefs regarding EOLC, additional
data analyses are planned to examine these data using structural equation modeling. Also, the use
of measures with less potential social desirability bias may increase the study variance. As
mentioned, another factor to consider is the lack of variability in scale scores. Additional scale
construction in this research domain might be critical for future research.
A final barrier to performing EOLC identified in the literature was nurses’ moral
obligation of their professional role. Providing compassionate care is a professional nursing value,
and an inability to meet this goal due to moral distress may have devastating effects on care
quality (McAndrew et al., 2016). A positive correlation exists between moral distress and
intention to leave a nursing position as a result of emotional suffering, mental burnout, or
personal dissatisfaction (Dixon & Knapp, 2018). A proactive approach to defining and
recognizing moral distress may improve quality EOLC provided by nurses. Further studies of the
barriers identified to understand and support nurses providing quality EOLC that is aligned with
the patients EOLC choices is recommended.
Conclusions
Nurses are among the frontline of healthcare providers who care for patients at end of
life. Their work is challenging and needs to be performed with respect and compassion.
Assuming that attitudes and beliefs formulate behavior, nurses’ attitudes toward caring for dying
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patients may have an important influence on the quality of the care they provide. Findings suggest
that associations exist, particularly among fear of death, death avoidance, approach acceptance,
and attitudes toward caring for dying patients. Results of this study conclude that behavioral
intentions are accurate predictors of behavioral performance. In fact, as mentioned previously,
beliefs are not supposed to directly predict the intention to perform a given behavior. From this
point of view, findings that behavioral beliefs are not significantly associated with intention are
not surprising. Similarly, the relationship between subjective norm and intention was not
statistically significant. Previous research reported that subjective norm is the TPB theoretical
construct that correlates the least with the behavior (Ajzen et al., 2011). Sharifarid et al. (2015)
identified that attitude toward behavior and subjective norms did not predict nurses’ intention to
use health literacy techniques in patient education.
The influence of religiosity and professional experience should be considered when
developing curriculum for EOLC. Nurses’ intention to perform EOLC can be predicted by
behavioral, normative, and control beliefs. Since intention impacts behavior, we also need to
consider nurse beliefs when developing EOLC curriculum. Educational support at both local and
national levels is required in order to equip nurses of all levels of experience to adequately
manage the dying process. The need to develop curriculum for EOLC is recognized by the
Institute of Medicine (IOM), which has noted that EOLC education has deficiencies including
curriculum in which death is conspicuous mainly by its relative absence: educational materials
that do not include the end stages of most diseases, and clinical experiences for student nurses
that largely ignore dying patients and those close to them (Smith et al., 2018).
Findings from this study highlight the important role of religiosity and beliefs about
death, which should be accounted for when designing studies and interpreting results. This study
determined that religiosity was a strong predictor of behavioral, normative, and control beliefs,
but when behavior intention and behavior performance are added to the multivariate regression
analysis, faith gain and faith loss were no longer significant predictors. Although religiosity
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significantly impacted beliefs, it did not directly impact behavior intention or actual performance
over and above the impact on beliefs. Nurses’ intentions to perform EOLC were related to their
prior behavior performance. Thus, it is important to understand how nurse EOLC beliefs impact
their intention to perform. The results of this study provide some insight into potential
interventions to improve patient EOLC. Overall, this study was seeking to understand the
relationship of how beliefs and attitudes impact EOLC performance across multiple work areas.
Future research should consider focusing on education interventions to help arm nurses with the
skills needed to provide quality EOLC; future research should also consider including other
potential important personal factors such as moral obligation.
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APPENDIX A
LETTERS OF SUPPORT
January 27, 2016
Dear Cara – I am writing in support of your research topic. Issues regarding palliative and end of life care
are included in the Oncology Nursing Society (ONS) research agenda. Your findings can be helpful to
understand factors that influence clinical practice in this area, and for potential development of educational
and other interventions to improve practice. ONS can provide email access or postal lists for member
access to individuals who wish to conduct research including ONS members once the proposal has received
IRB approval.
Please let me know if you need anything further at this time regarding this.
Marc Irwin RN MN PhD
Research Associate, ONS
125 Enterprise Drive
Pittsburgh Pa. 15275
mirwin@ons.org
412-859-6272

Dear Cara – I am writing in support of your research topic. Issues regarding palliative and end of life care
are included in the American Association of Critical Care Nurses priority issues. Your findings can be
helpful to understand factors that influence clinical practice, contribute to development of educational and
other interventions to improve practice and help nurses provide optimal care. AACN can provide access to
our members through surveys posted through our eNewsletter and/or social media including Facebook and
Twitter once the proposal has received IRB approval and we have reviewed and approved the survey
instrument.
Please let me know if you need anything further at this time regarding this.
Linda Bell, RN, MSN
Clinical Practice Specialist
American Association of Critical Care Nurses
Linda.bell@aacn.org
800-394-5995 ext 318
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APPENDIX B
CONSENT
Request to Participate in a Research Study
University of Massachusetts Amherst
Researcher(s):

1. Cara Chandler, MS, RN, CNL, PhD (c)
2. Lisa Chiodo, PhD, Assistant Faculty

Study Title:

Explore the impact of nurses’ beliefs on end-of-life-care
behaviors

The purpose of this research study is to develop a better understanding how personal factors and end
of life experience influence nurse beliefs and performance when providing end-of-life care.
The study will take place as an online survey. The survey will be electronically mailed to all
registered nurse members and accessed via an electronic link. Subjects must be registered nurses
and members of a professional nursing organization. Your participation is entirely voluntary.
Your participation or non-participation or refusal to answer a specific question is voluntary.
If you agree to take part in this study, you will be asked to complete a mulitple-item survey that
will take approximately 30 minutes to complete. The survey will contain questions about the
current practice behaviors of nurses providing end of life (EOL) care to patients. Additionally, the
survey will contain demographic questions that address items such as your nursing education and
EOL beliefs and knowledge.
The researcher will obtain permission from the professional organizations to conduct this study.
Registered nurses who are members of the professional organization will be emailed an electronic
link to access the survey.
The research involves a questionnaire in the form of a survey. Questions will cover topics
pertaining to demographics (age, birth country, number of years lived in birth country
race/ethnicity, gender, education, work experience, marital status), religiosity, experience with
death, beliefs about death and end of life and behavior specific to providing end of life care. You
may skip any question you feel uncomfortable answering.
You may not directly benefit from this research; however, we hope that your participation in the
study may help increase understanding of the current breadth and scope of nursing practice
related to providing end of life care to patients coupled with the factors that facilitate and
challenge nurses in providing a safe and appropriate type of care to this patient population.
We believe there are no known risks associated with this research study; however, a possible
inconvenience may be the time it takes to complete the study.
Your survey will be submitted anonymously. Your answers will be kept confidential by the
researcher and the reports of this study will not include any information that could identify you.
Only the researcher will have access to the study files. The researcher will report study data in the
aggregate.
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At the conclusion of this study, the researchers may publish their findings. Information will be
presented in summary format and you will not be identified in any publications or presentations. No
information will be released to another party. You will not receive any payment for participating in
this study.
We will be happy to answer any question you have about this study. If you have further questions
about this project or if you have a research-related problem, you may contact the researcher(s),
Lisa Chiodo at lisachiodo@umass.nursing.edu or Cara Chandler at cchandler@acad.umass.edu. If
you have any questions concerning your rights as a research subject, you may contact the
University of Massachusetts Amherst Human Research Protection Office (HRPO) at (413) 5453428 or humansubjects@ora.umass.edu.
When electronically clicking the ACCEPT box you are agreeing to voluntarily enter this study.
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APPENDIX C
MEASUREMENT TOOLS
Demographics Questionnaire

1.
2.
3.
4.

What is your age?
What country were you born in?
What is the number of years that you lived in that country?
What is your race? (drop down):
a. Black or African American
e. Asian
b. White
f. Native Hawaiian or Pacific Islander
c. American Indian
g. Middle Eastern/Arabic
d. Other (please describe):
5. What is your ethnicity? (drop down):
a. Hispanic or Latino
b. Not Hispanic or Latino
6. What is your gender? (drop down):
a. Male
b. Female
c. Transgendered
7. What is your highest attained nursing degree? (drop down)
a. Diploma
b. Associates Degree
c. Bachelor’s Degree
d. Masters Degree
e. Doctorate of Nursing Practice
f. Doctor of
Philosophy
g. Other (please describe)
8. How many years of education in total have you completed (enter # of years)? open field
9. What is your marital status? (drop down):
a. Single
b. Married
c. Living with partner
d.
Separated
e. Divorced
f. Widow
g. Other (please
describe):_________________
10. Do you work? (circle one)
No
Yes
a. If yes, how many hours on average do you work in one week?
b. If yes, what type of care area: (drop down selection):
a) adult medical/surgical acute care
b) adult oncological acute care
c) adult intensive care unit acute care
d) emergency services acute care
e) children’s services acute care
f) private practice
g) home care
h) palliative care / hospice
i) Other:_______________
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Beliefs and Behavior on EOLC Practice Survey
FATCOD
Attitude toward Care of the Dying: This questionnaire is made up of an equal number of positively
and negatively worded items. Positive items (e.g., “Giving nursing care to the dying person is a
worthwhile learning experience.”) and negative items (e.g., “I would not want to be assigned to care
for a dying per- son.”) were rated on a five-point Likert scale ranging from 1 (strongly disagree) to 5
(strongly agree).

Agree

Strongly

Agree

Neutral

Strongly

Disagree
Disagree

For the questions below, rate how much you agree or disagree with each statement below. Use the
following scale:
1 = Strongly disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 5 = Strongly agree

Giving nursing care to the dying person is a worthwhile learning experience

1

2

3

4

5

Death is not the worst thing that can happen to a person.

1

2

3

4

5

I would be uncomfortable talking about impending death with the dying person.

1

2

3

4

5

Nursing care for the patient’s family should continue throughout
the period of grief and bereavement.

1

2

3

4

5

I would not want to be assigned to care for a dying person.

1

2

3

4

5

The nurse should not be the one to talk about death with the dying person.

1

2

3

4

5

The length of time required to give nursing care to a dying person would
me.
Ifrustrate
would be
upset when the dying person I was caring for gave up hope of getting

1

2

3

4

5

1

2

3

4

5

better.
It
is difficult to form a close relationship with the family of a dying person.

1

2

3

4

5

There are times when the dying person welcomes death.
When a patient asks, “Nurse, am I dying?” I think it is best to change the
subject to something cheerful.

1

2

3

4

5

1

2

3

4

5

The family should be involved in the physical care of the dying person.

1

2

3

4

5

I would hope the person I am caring for dies when I am not present.

1

2

3

4

5

I am afraid to become friends with a dying patient.

1

2

3

4

5

I would feel like running away when the person actually died.

1

2

3

4

5

Families need emotional support to accept the behavior changes of the dying
person.

1

2

3

4

5

1

2

3

4

5

The dying person should not be allowed to make decisions about his or her
physical care.

1

2

3

4

5

Families should maintain as normal an environment as possible for their dying
member.
It is beneficial for the dying person to verbalize his or her feelings.

1

2

3

4

5

1

2

3

4

5

Nursing care should extend to the family of the dying person.

1

2

3

4

5

Families should be concerned about helping their dying member make
the best of his or her remaining life.
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Nurses should permit dying people to have flexible visiting schedules.

1

2

3

4

5

The dying person and his or her family should be the in charge decision makers.
Addiction to pain-relieving medication should not be a nursing concern
when dealing with a dying person.

1

2

3

4

5

1

2

3

4

5

I would be uncomfortable if I entered the room of a terminally ill person
and found him or her crying.

1

2

3

4

5

Dying people should be given honest answers about their conditions.

1

2

3

4

5

Educating families about death and dying is not a nursing responsibility.

1

2

3

4

5

Family members who stay close to a dying person often interfere with the
professional’s job with the patient.

1

2

3

4

5

As a patient nears death, the nurse should withdraw from his or her
involvement with the patient.

1

2

3

4

5

Death Attitude Profile-Revised (DAP-R)
Belief about Death: This questionnaire contains a number of statements related to
different attitudes toward death. Read each statement carefully, and then decide the extent to
which you agree or disagree. For example, an item might read: “Death is a friend.” Indicate how
well you agree or disagree by circling one of the following:
SA = strongly agree; A= agree; MA= mostly agree; U= unsure; MD= mostly disagree;
D=disagree; SD= strongly disagree.
1 = Strongly Disagree (SD)
2 = Disagree (D)
3 = Unsure (U)
4 = Mostly Agree (MA)
5 = Agree (A)
6 = Strongly Agree (SA)

SD

D

U

MA

A

SA

1

Death is no doubt a grim experience.

1

2

3

4

5

6

2

The prospect of my own death arouses anxiety in me.

1

2

3

4

5

6

3

I am disturbed by the finality of death.

1

2

3

4

5

6
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4

I have an intense fear of death.

1

2

3

4

5

6

5

The subject of life after death troubles me greatly.

1

2

3

4

5

6

6

The fact that death will mean the end of everything, as I know it frightens me.

1

2

3

4

5

6

7

The uncertainty of not knowing what happens after death worries me.

1

2

3

4

5

6

8

I avoid death thoughts at all costs.

1

2

3

4

5

6

9

Whenever the thought of death enters my mind, I try to push it away.

1

2

3

4

5

6

10

I always try not to think about death.

1

2

3

4

5

6

11

I avoid thinking about death altogether.

1

2

3

4

5

6

12

I try to have nothing to do with the subject of death.

1

2

3

4

5

6

13

Death should be viewed as a natural, undeniable, and unavoidable event.

1

2

3

4

5

6

14

Death is a natural aspect of life.

1

2

3

4

5

6

15

I would neither fear death nor welcome it.

1

2

3

4

5

6

16

Death is simply a part of the process of life.

1

2

3

4

5

6

17

Death is neither good nor bad.

1

2

3

4

5

6

18

Death will bring an end to all my troubles.

1

2

3

4

5

6

19

Death provides an escape from this terrible world.

1

2

3

4

5

6

20

Death is deliverance from pain and suffering.

1

2

3

4

5

6

21

I view death as a relief from earthly suffering.

1

2

3

4

5

6

22

I see death as a relief from the burden of this life.

1

2

3

4

5

6

23

I believe that I will be in heaven after I die.

1

2

3

4

5

6

24

Death is an entrance to a place of ultimate satisfaction.

1

2

3

4

5

6

25

I believe that heaven will be a much better place than this world.

1

2

3

4

5

6

26

Death is a union with God and eternal bliss.

1

2

3

4

5

6

27

Death brings a promise of a new and glorious life.

1

2

3

4

5

6

28

I look forward to a reunion with my loved ones after I die.

1

2

3

4

5

6

29

I see death as a passage to an eternal and blessed place.

1

2

3

4

5

6

30

Death offers a wonderful release of the soul

1

2

3

4

5

6

31

One thing that gives me comfort in facing death is my belief in the afterlife

1

2

3

4

5

6

32

I look forward to life after death

1

2

3

4

5

6

End-of-Life-Decisions Questionnaire (EOLDQ)
This questionnaire contains a number of statements regarding end of life decisions. Read
each statement carefully, and then decide the extent to which you agree or disagree.
1 = Strongly Disagree (SD)
2 = Disagree (D)
3 = Unsure (U)
4 = Agree (A)
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5 = Strongly Agree (SA)
SD

D

U

A

SA

1

2

3

4

5

1

2

3

4

5

The use of drugs in lethal doses on the explicit request of the patient is
acceptable for patients with a terminal illness with extreme uncontrollable pain
or other distress.
A person should have the right to decide whether or not to hasten the end of his
or her life.

1

2

3

4

5

1

2

3

4

5

5

Bringing the patient into a coma until death is an optimal dying process, especially
if this is the only way to bring the patient’s suffering under control.

1

2

3

4

5

6

In all circumstances, physicians should aim at preserving the lives of their patients,
even if patients ask for the hastening of the end of their lives.

1

2

3

4

5

7

Because of the central role in the care of the patient, nurses should be involved
in the whole process of ELDs.

1

2

3

4

5

8

Whenever it is decided to administer drugs in lethal doses, it has to be
discussed with the involved nurses.

1

2

3

4

5

9

Whenever it is decided to withhold or withdraw life-sustaining treatment with
a patient, it has to be discussed with the involved nurses.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

If necessary, a terminally ill patient should receive drugs to relieve pain
and suffering, even if these drugs may hasten the end of the patient’s
life.
Physicians should comply with a patient’s request to withhold or withdraw a lifesustaining treatment.

1
2
3
4

10
11

Patients talk rather to a nurse about ELDs than to a physician.
Nurses are in a better position to assess patients’ end-of-life wishes
than physicians are.

12

Physicians are usually prepared to listen to the nurses’ opinions about
terminally ill patients.

1

2

3

4

5

13

Nurses find themselves in a hierarchical subordinate position, which makes
it difficult to communicate their opinions on proposed ELDs to the involved
physician.

1

2

3

4

5

14

I would in no case be prepared to administer the drugs in lethal doses with
the explicit intention of ending the patient’s life.

1

2

3

4

5

15

I would in no case be prepared to administer the drugs to bring the patient into

1

2

3

4

5

a coma until death.

Control Beliefs
Modified National Survey of Critical Care Nurses Regarding EOLC (M-NCCN-EOLC)
This questionnaire contains a number of statements regarding the frequency of end-oflife decisions. Read each statement carefully, and then decide how often each activity occurs.
0 = Never (N)
1 = Rarely (R)
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3 = Sometimes (S)
4 = Often (O)
5 = Always (A)
N

R

S

O

A

1

Family members having adequate time to be alone
with the patient after his/her death.

0

1

2

3

4

2

Family members having a peaceful and dignified bedside

0

1

2

3

4

3
4

scene.
Families being taught how to act around dying patient.
Family members show gratitude to nurse for care provided to
patient who has died.

0
0

1
1

2
2

3
3

4
4

5

Physicians agreeing about direction of patient care.

0

1

2

3

4

6

Family members accept that patient is dying.

0

1

2

3

4

7

Families having unlimited access to the dying patient.
Nurse drawing on previous experience with the critical illness
or death of a family member.

0

1

2

3

4

0

1

2

3

4

9

Family designating one family member as contact person for
the rest of the family.

0

1

2

3

4

10

Nurses offer words of support to each other.

0

1

2

3

4

11

Nurse having enough time to prepare the family for patient’s

0

1

2

3

4

12

death.
Nurses scheduled so that patient receives continuity of care.

0

1

2

3

4

8

13
14

Unit designed so family has a place to grieve in private.
Staff compiles all paper work to be signed by the family
before they leave the unit.

0
0

1
1

2
2

3
3

4
4

15

Nurses offer supportive physical touch to each other.

0

1

2

3

4

16

Physicians meet in person with the family after the patient’s

0

1

2

3

4

0

1

2

3

4

17

death.
Nurses having a supportive person outside of the work setting
to listen after the death of a patient.

18
19

Physicians putting hope in tangible terms for family.
Letting the social worker or religious leader take primary care
of the grieving family.

0
0

1
1

2
2

3
3

4
4

20

Nurse talking with patient about his or her feelings and

0

1

2

3

4

thoughts about dying.
21

Nurses take care of patients while affected nurse “gets away”
for a moment after the death of a patient.

0

1

2

3

4

22

Family physically helping to care for the dying patient.

0

1

2

3

4

23

Having unlicensed personnel available to help care for dying
patients.

0

1

2

3

4

0

1

2

3

4

24

Ethics committee constantly involved in the unit, they are
involved from the beginning should an ethical situation arise
later.

101

Comfort About Nurse Behavior
INTEL- Behavior Intention
The questions below refer to many behaviors that a nurse might perform when providing
end-of-life care. Some of these behaviors may not be comfortable for all nurses to perform.
What we would like to know is how comfortable you would be if you needed to perform the
behavior when providing care.

Please use the

f o l l o w i n g scale:
0

Never comfortable

1
1

Rarely
comfortable
Rarely comfortable

22
1

Sometimes
comfortable
Sometimes
comfortable
Rarely comfortable

3
32
1

Usually
comfortable
Sometimes
Rarely
Usually
comfortable
comfortable
comfortable

4
12
4
3

Always
comfortable
Usuallycomfortable
Sometimes
Rarely
Always
comfortable
comfortable

3
12
4

Sometimes
Usually
comfortable
comfortable
Alwayscomfortable
Rarely

42
3

Always comfortable
Usually
Sometimes
comfortable

43 Usually
Always
comfortable
Explain to the family what would happen
to the
patient throughout
the dying process.
4 Always comfortable

Encourage the family to interact with the dying patient, by laying the patient’s hands
on top of the covers for the family to touch, placing chairs next to the patient’s bed for the
family to sit, etc.
0

1

2

3

4

Give the family the time to say goodbye.

Provide a calm environment for the dying patient, turning down the lights, cleaning
out the room, lowering the side rails, providing tissues, etc.
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0

1

2

3

4

Encourage the family to make decisions about discontinuing life
sustaining measures a little at a time.

Ask the family to tell me about the patient and his/her life prior to
the hospitalization
Make resources available even if the family didn’t ask for them (e.g.,
telephones, extra chairs, etc).

Find it easy to speak to the family while the patient was dying.
0

1

2

3

4

Initiate communication between the physicians and the family.

Respect the family’s view on care decisions even when they differed from my own.

Manage the patient’s pain and other symptoms.

Ask the family if they wanted the monitors to be turned off.
2

3

0

1

0

1

4

Discuss with the family about the possibility of their family member
dying.

Communicate to the family that the patient was imminently dying.
2

3

4

Ask the family questions to help them identify what decisions they
needed to make.
Clarify what the physician said in the family conference.
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0

1

2

3

4

Assure the family that they made the best decisions they could
make.

Assess the patient regularly for symptoms of pain or discomfort experience

Behavior Performance
INTEL- Behavior Performance
This section is composed of behaviors that you might or might not have been able to
do for the patients you most recently cared for who were dying. Please indicate the
extent to which these items are descriptive of the care you provided to this patient and his/her
family.
Please use the following response formats:
provided this care for this patient/family, circle N.

If you

NEVER

If you

RARELY

provided this care for this patient/family every time it was offered, circle R.

If you

SOMETIMES

provided this care for this patient/family every time it was offered, circle S.

If you

USUALLY

provided this care for this patient/family every time it was offered, circle U.

If you

ALWAYS

provided this care for this patient/family every time it was offered, circle A.

For this particular dying patient and their
family, I:
Explained to the family what would happen to the patient throughout
the dying process.

Encouraged the family to interact with the dying patient, by laying the patient’s hands
on top of the covers for the family to touch, placing chairs next to the patient’s bed for the
family to sit, etc.
N

R

S

U

A
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Gave the family the time to say goodbye.

Provided a calm environment for the dying patient, turning down the lights, cleaning
out the room, lowering the side rails, providing tissues, etc. N

R

S

U

A

Encouraged the family to make decisions about discontinuing life
sustaining measures a little at a time.

Asked the family to tell me about the patient and his/her life prior to the
hospitalization.

Made resources available even if the family didn’t ask for them
(e.g.,
telephones, extra chairs, etc).

Found it easy to speak to the family while the patient was dying.

N R S U A

Initiated communication between the physicians and the

Respected the family’s view on care decisions even when they differed
from my own.

A

Managed the patient’s pain and other
symptoms.

Asked the family if they wanted the monitors to be turned off.
N

R

S

U

A
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Discussed with the family about the possibility of their family member
dying.

Communicated to the family that the patient was imminently dying.
N

R

S

U

A

Asked the family questions to help them identify what decisions they
needed to make. N R S U A

Clarified what the physician said in the family conference.
N

R

S

U

A

Assured the family that they made the best decisions they
could
make.

Assessed the patient regularly for symptoms of pain or discomfort experienced during
the dying process.

Experience-With-Death Questionnaire
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Somewhat
Disagree

Somewhat
Agree

Agree

1

2

3

4

5

1

2

3

4

5

6

1

2

3

4

5

6

Strongly
Agree

Disagree

I have a lot of professional experience caring for
dying patients.
In my professional experience, I have witnessed a

Strongly
Disagree

For the questions below, indicate how much you disagree or agree with each statement.
Rate each item using the following scale:
1 = Strongly disagree
2 = Disagree
3 = Somewhat disagree
4 = Somewhat agree
5 = Agree
6 = Strongly Agree

6

lot of patient death.
I have cared for dying patients.
I have witnessed a dying close friend or family
member.
I have helped care for a dying close friend or family
member.
I have a lot of personal experience caring for dying
patients.
In my personal experience, I have witnessed a lot of
patient death.
I have cared for a dying close friend or family
member.
I have witnessed a dying close friend or family
member.
I have helped care for a dying close friend or family
member.

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

Religiosity
Daily Spiritual Experiences
The following questions ask about your spiritual experiences.
Many
times a
day

Every
day

Most
days

Some
days

Once
in a
while

Never
or
almost
never

1. I feel God’s presence.

1

2

3

4

5

6

2. I find strength and comfort in my religion.

1

2

3

4

5

6

3. I feel inner peace or harmony.

1

2

3

4

5

6

4. I desire to be closer to or in union with God.

1

2

3

4

5

6

5. I feel God’s love for me, directly or through others.

1

2

3

4

5

6

6. I am spiritually touched by the beauty of creation.

1

2

3

4

5

6

To what extent can you say you experience the
following:

7. I believe in a God who watchesover me.
8. I feel a deep sense of responsibility for reducing pain and
suffering in the world.
9. I try hard to carry my religious beliefs over into all my other
dealings in life.

Values/Beliefs
Strongly
agree
1
1
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Agree

Disagree

2
2

3
3

Strongly
disagree
4
4

> Once/ day

Private Religious Practices
Few times/
Once/
Once/
week
day

10. How often do you pray
privately in places other than
at church or synagogue?
11. Within your religion or spiritual
tradition, how often do you
meditate?
12. How often do you watch or listen
to religious programs on TV or
radio?
13. How often do you read the
Bible or other religious
literature?

week

Few
times/
month

Once/

< Once/

month

month

Never

1

2

3

4

5

6

7

8

1

2

3

4

5

6

7

8

1

2

3

4

5

6

7

8

1

2

3

4

5

6

7

8

At all meals
14. How often are prayers said in yourhome?

Once/ day

1

Once/ week

2

Special
occasions
4

3

No

Yes

15 Did you ever have a religious or spiritual experience that changed your life?

0

1

16. Have you ever had a significant gain in your faith?
17. Have you ever had a significant loss in your faith?

0
0

1
1
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Never
5
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